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  Being a doctor was once a beautiful profession. Satisfied doctors 
still exist today, but they have become rare. Their medical compe-
tence is greater than ever, and yet they increasingly have to put 
up with criticism. This relates both to the rising costs of medical 
action and to a growing discrepancy between the expectations 
that medicine fulfils and those that it disappoints. 

Meyer-Abich 2010: 13  

 
Abstract: The health care system is in a crisis that can no longer be 
mastered by the increased use of technical and scientific progress in the 
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reductionist sense of biomedicine (§ 4) alone, but rather requires a fun-
damental change in the relationship between doctor and patient. As will 
be further explained in the following, the development trend from the 
care of acute diseases to chronic diseases requires a stronger participa-
tion and cooperation of patients in decision-making and therapy (§ 10, 
22, 26, 29). This therapy can no longer simply be "ordered" or "pre-
scribed" by the doctor according to the traditional, paternalistic model, 
but is to be negotiated and answered for jointly by both partners in a 
trusting relationship. Overall, the structural and functional change in 
the health care system has led to a communicative turn in medicine, 
which in the FRG was already put in a nutshell early on by Paul Lüth 
(1986) by programmatically calling for a development "from silent to 
speaking medicine".  

These two development trends, both the changed spectrum of ill-
nesses and the communicative reorganisation of the doctor-patient rela-
tionship that has become necessary as a result, must be taken into ac-
count in a reform of medical education and training, which must al-
ready be oriented towards a "doctor's image of the future". The discrep-
ancies between the traditional and a future image of the doctor have 
been worked out in a variety of research and expert reports (e.g. Wis-
senschaftsrat 1992, Murrhardter Kreis 1995, Dörner 2001, Troschke 
2004, Sachverständigenrat 2009, Meyer-Abich 2010, BMBF 2017, 
NKLM 2021, Robra 2023). Despite all differences in detail, there is a 
broad consensus that the future doctor must above all acquire certain 
key competences that allow flexible adaptation to changing requirement 
profiles of the medical profession (§ 6). These include above all commu-
nication, cooperation and team skills, but also skills of learning itself 
("lifelong learning"), which are to be demonstrated both in collegial ex-
change and in the everyday practice of patient care.  

These key competences of the doctor are subject to diverse develop-
mental conditions in medical research and practice as well as in study 
reform and continuing education, which in turn are subject to social, 
demographic, economic, institutional, etc. conditions. We begin (§ 5.1) 
with a brief description of the socio-economic structural and functional 
change of medicine in the health care system and then describe (§ 5.2) 
the change in the mortality spectrum and the correspondingly changed 
competence profile of the doctor, who must take into account different 
concepts of health and disease (§ 5.3). Finally, we address the necessi-
ties, possibilities and problems of evidence-based guidelines in medicine 
(§ 5.4), which will concern us again in medical decision-making (§ 10). 
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This excursus on the guideline discussion seems necessary to us, 
because in perspective it is about the development of evidence-based 
guidelines for doctor-patient communication. Our handbook should al-
so make a possible theoretical, didactic and empirical contribution to 
this in terms of its structure and function, as is also explicitly claimed 
by textbooks in the English-speaking world (e.g. Fortin et al. 2012).  
 
 
5.1 Socio-economic change  
 
Despite improved education and training, doctors continue to be criti-
cised and disappoint a portion of their patients, as was prefaced by 
quoting the motto from Meyer-Abich's book on the "Philosophy of Medi-
cine" (2010) (subtitle). This criticism is less due to personal failure than 
to structural conditions, the disregarding or changing of which often ex-
ceeds the possibilities of individual doctors. In the following, we will de-
scribe the medical competence profile, which was also foresightedly 
drafted by the Murrhardter Kreis (1995) for the "doctor's image of the 
future", under the current social and institutional development trends 
(§ 5.1), before we then (§ 5.2) go into detail about the necessary adapta-
tion of the doctor-patient relationship and communication to the 
changed spectrum of illnesses.  

 
 

5.1.1 Development trends 
 

The structural and functional change in medicine is a complex develop-
ment process that can hardly be reduced to a few parameters. The fact 
that the traditionally trained doctor is no longer up to the present and 
future requirements of medical care has been elaborated in many ways 
(e.g. Wissenschaftsrat 1992, Murrhardter Kreis 1995, Dörner 2001, 
Troschke 2004, Sachverständigenrat 2009, Meyer-Abich 2010, Herzog 
et al. 2013). Without fundamentally casting doubt on the Hippocratic 
tradition, medical practice can no longer be measured solely by virtue 
ethics, according to which the doctor is characterised above all by per-
sonal qualities such as helpfulness, unselfishness, truthfulness, discre-
tion, prudence, etc. Despite the necessity of a multifactorial explanation, 
the following, partly contradictory development trends in medicine can 
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be distinguished, which have largely contributed to a change in the tra-
ditional doctor-ideal as well as the doctor-patient relationship. 1 
 
1. Technisation 

The danger of an independent momentum of bio- and medical-
technical developments, which Karl Jaspers (1958/86) already criti-
cally reflected on, raises not only the question of constantly chang-
ing, novel treatment goals and methods, but also the question of the 
medical-ethical permissibility of what is feasible and desirable, which 
often exceeds the competences of both the individual doctors and 
their patients. For this reason, "third parties" (e.g. health authorities, 
associations, insurance companies, ethics committees, etc.) become 
invisible but influential "players" in the dyadic relationship between 
doctor and patient, "talking into" the "dialogue" between doctor and 
patient.  
 

2. Specialisation 
In addition to technisation, increasing professional specialisation can 
lead to a loss of general medical as well as psychosocial competenc-
es, which are indispensable for the holistic treatment of patients. The 
dualism between a medicine without souls and a psychology without 
bodies (§ 4), which was not only lamented by von Uexküll, is not only 
perpetuated, but also experiences further specialisation in both are-
as, which imposes narrow professional limits on the actors thus 
trained (entirely in the sense of Parsons 1951/70).  
 

3. Standardisation 
In view of these technical-scientific developments, the individual de-
cision-making competences of the doctor and the patient are increas-
ingly limited. Their decisions must meet standards such as those 
formulated by medical ethics committees or, in the sense of evidence-
based medicine (EBM), by general and specialist guidelines for care 
(§ 5.4, 10.3, 29). In individual cases, this may be seen as a simplifi-
cation, relief and security, or as a restriction and paternalism of 

                                                           
1 For general overviews, each with a specific focus, reference is made to An-

schütz 1988, Pellegrino 1989, Pellegrino, Thomasma 1981 and 1988, 
Viefhues 1989, Wieland 1986, Wolff 1989, Veatch 1989, Koerfer et al. 
1996, Woopen 2001, Schmacke 2006, Noelle et al. 2006, Sachverstän-
digenrat 2009, Meyer-Abich 2010, Pilnick, Dingwall 2011, Gigerenzer, 
Gray 2013, NKLM 2021, Ehlich 2020 and 2022, Robra 2023.  
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medical action ("cookbook medicine", "prescriptive" medicine), for ex-
ample when evidence-based medicine seems to conflict with shared 
decision making, which we will come back to separately (§ 10, 22).  
 

4. Economisation  
Medical practices and clinics are increasingly challenged as compa-
nies that are forced to balance medical activities under the dictates 
of economic efficiency. From this perspective, time-consuming con-
sultations, for example, must be considered unattractive in the cur-
rent billing system, so that they are pushed back as a central in-
strument of anamnesis, diagnosis and therapy, despite their proven 
effectiveness or efficiency (§ 1.1). At the same time, the doctor is 
functionalised as a gate keeper (e.g. already Pellegrino, Thomasma 
1988), who, in view of scarce social resources, sees him or herself 
exposed to problems of distributive justice and social compatibility, for 
example, and can thus by no means always act in the best interests 
of "his" or “her” individual patient. Not least under the economic as-
pect of optimisation, doctor and patient are integrated into a com-
prehensive control system (e.g. through service catalogues, billing 
procedures, etc.). Despite all the undeniable advantages of health 
care (prevention), there are dangers of a prior standardisation of 
health and quality of life through established target values (ideal 
weight, blood pressure values, cholesterol values, etc.), so that their 
concrete design is no longer at the individual disposal of doctor and 
patient. Here, conflicts between standardised medical action and in-
dividual patient preferences (§ 10) are to be expected more or less 
regularly. 
 

5. Institutionalisation  
Medical action in everyday hospital and practice operations is overall 
subject to processes of institutionalisation, which are not only char-
acterised by tendencies towards specialisation, standardisation and 
economisation (see above), but are also subject to tendencies to-
wards increasing bureaucratisation and legalisation (see below). The 
personal bond and responsibility between doctor and patient is in-
creasingly difficult. Medical action is becoming anonymous, as the 
person acting moves within formalised systems of action and is ori-
ented there only to a specific institutional ethic (e.g. Wieland 1986, 
Sass 1991, Koerfer 1994, Woopen 2001, Pilnick, Dingwall 2011). The 
principal interchangeability of the subjects of action has the conse-
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quence that they can hardly develop trust due to the lack of personal 
confidentiality, closeness and established acquaintance, as Jaspers 
already put it in a nutshell in the 1960s: "Powers intervene between 
doctor and patient, and they have to act in accordance with them. 
Trust from person to person is lost." (Jaspers 1958/86: 43). How 
trust can nevertheless be preserved or regained should interest us 
continuously and especially (§ 7, 10) under the aspect of a dialogue-
based relationship between doctor and patient.  

 
6. Bureaucratisation  

In the manifold forms of medical charts, questionnaires, doctor's let-
ters, diagnosis codes, accounts, etc., which can develop a momen-
tum of their own as a documentation system, there is a danger of 
bureaucratisation, which can lead to further standardisation and au-
tomation, for example in the form of expert systems (e.g. Dieckmann 
1981, Ehlich 1993, Koerfer 1994, Ehlich 2020, 2022). As a result, 
communication between doctor and patient is itself increasingly pre-
formulated, at best moving between communicative "guard rails" 
along dead-end paths. The "real" conversation, which in the sense of 
Martin Buber (1954/1986) must always be conducted in an open-
ended way (§ 7, 10), turns into an exchange of punched fragments of 
communication in the sense of text modules of written communica-
tion, as it is standardised within and between institutions. Overall, 
the dialogue between doctor and patient is at risk of degenerating in-
to an automated decision-making process. 
 

7. Legalisation  
Medical action is justified according to a merely legalistic ethic, 
which in turn can increasingly encourage defensive medicine that 
threatens to lose itself in over-diagnosis and over-therapy (Taupitz 
1987, Wolff 1989, Gigerenzer, Gray 2013). Often, only minimal 
standards are met (in the form of briefly annotated information 
sheets), which are intended to serve the legal (self-) protection of the 
actors, but which, under time constraints, can hardly meet the de-
mand of an enlightened and informative medicine, which could ena-
ble the patient to participate in decision-making in a qualified man-
ner (in the sense of empowerment) (§ 10).  

 
 
 



5. Structural and Functional Change in Medicine  

Part II: Theoretical Foundations - 7 

8. Cooperativeness and interdisciplinarity 
Despite or precisely because of all the restrictions (standardisation, 
specialisation, anonymisation, etc.), medical action is at the same 
time increasingly dependent on the cooperativeness of those in-
volved, not only with the patient in medical decision-making (§ 10), 
but also with colleagues, and with these not only within the operat-
ing team in the operating theatre (Uhmann 2010), but also in the 
practice and on the ward, as well as in collegial communication with-
in the team, in conferences, committees, at research congresses and 
vis-à-vis the public (Flin et al. 2016, BMBF 2017, Cracknell, Cooper 
2018, St.Pierre, Hofinger 2020, NKLM 2021, Donaldson et al. 2021). 
In this context, cooperation does not only extend to one's own pro-
fessional field of action, but requires interdisciplinarity, which does 
not only exist in the case of referral or consultation with neighbour-
ing disciplines, but must also be sought with other professions from 
the health care system (nursing, psychologists, physiotherapists, so-
cial workers, pastoral care workers, etc.).  

 
9. Democratisation  

Processes of democratisation also in the health care system make 
patients appear to the doctor as "responsible" citizens with the right 
to information and self-determination, so that the relationship can 
prove more difficult compared to the traditionally "docile" patient 
(keyword: compliance) (§ 10). Problems arise here not primarily be-
cause of personal differences, animosities, inadequacies, etc. of the 
actors, but they are structurally conditioned, among other things be-
cause in a democratic society, the diversity of views and opinions 
remains protected for good reasons. This applies equally to the pa-
tient and the doctor, even if the patient's preference should, on bal-
ance, be "decisive" in case of doubt, as we will see in dialogical deci-
sion-making (§ 10). 

 
10. Pluralism  

In a democratic society characterised by socio-cultural diversity, 
conflicts of values between doctor and patient are both possible and 
justified, so that dissent remains permissible (§ 10). Consensus is 
not self-evident, but may have to be laboriously established, espe-
cially when it comes to intercultural communication among mem-
bers of different cultures (§ 28). For the purpose of understanding, 
discursive procedures should be constitutive in the doctor-patient 
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conversation, the outcome of which is in principle uncertain in the 
sense of a "genuine" conversation (Buber 1954/86: 296) (§ 7, 10). In 
the problematic case, the dissolution of the doctor-patient relation-
ship is to be preferred to the continuation of an "unholy alliance".  

 
We will take up some of these developmental tendencies in medicine 
again later, especially under the aspects of the partnership-based rela-
tionship in medical decision-making, in which not least conflicts be-
tween the patients' lifeworld and the professional world of the doctor 
must be managed (§ 10). Here, for example, conflicting tendencies of in-
stitutionalisation and bureaucratisation versus democracy and plurality 
come to the fore. In principle, there is a need for explanation above all 
with regard to the relative weightings with which the individual factors 
interact in medical action. For example, the tendencies towards econo-
misation and legalisation may reinforce each other, insofar as overdiag-
nosis and overtherapy can be both financially profitable and help to re-
duce the legal problems of medical practice.  
 
 
5.1.2 Institutional and individual acting 
 
However, the reference to factual developments in practice is by no 
means intended to advocate the normativity of the factual. Rather, alter-
natives are under discussion that the medical profession as a whole can 
adopt. The individual doctor can more or less yield to or resist certain, 
sometimes contradictory, developmental tendencies, which results in 
certain room for manoeuvre that the doctor can use to individually 
shape the relationship with the patient.  

However, it is doubtful that the doctor could escape the tendency 
towards institutionalisation as much as Wieland (1986) apparently still 
assumes (Box 5.1), who first declares medical action to be the "model of 
natural action in general" and then concludes:  

 

Box 5.1 Doctor-patient relationship as an "uninfluenceable" archetype  
 
This is why the relationship between doctor and patient could develop in-
to the pattern of an interpersonal relationship of almost archetypal rank, 
which cannot be influenced by institutions in its core area.  

 
Wieland 1986: 54 
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The same reasoning could be used to elevate the educational actions of 
a teacher to the rank of "natural" actions, which would be immunised 
against institutionalisation. Conversely, the assumption of increasing 
institutionalisation does not have to deny the scope of action of institu-
tional representatives such as teachers, judges and doctors (Koerfer 
1994/2013, Brock, Meer 2004). Otherwise, principles of "teaching as 
dialogue" could apply neither to schools nor to universities if they were 
to be refuted solely by the prevailing reality of teaching (Ehlich 1981, 
Koerfer, Zeck 1983, Koerfer 1994/2013). As far as the core area of the 
doctor-patient relationship claimed by Wieland is concerned, the re-
maining scope of action of the doctor is to be described in empirical 
analyses, whose actions are not completely but partially restricted, not 
least by the scope of action that is to be granted to the patients in order 
to be able to develop health literacy on their part (Koerfer et al. 1994, 
Woopen 2001, Pilnick, Dingwall 2011, Gigerenzer, Gray 2013, Urstad et 
al. 2022). As far as the decision-making scope of the individual doctor is 
concerned, Pellegrino (1989) and Pellegrino, Thomasma (1988) have al-
ready emphasised the concrete alternative between the entrepreneurial 
and employee perspectives, under each of which doctors are exposed to 
specific, more or less directly mediated constraints of economisation, 
institutionalisation, legalisation, etc., which they can resist more or less 
successfully.  

However, precisely because certain development trends in medicine 
as a whole are still in flux and the doctor's scope of action can by no 
means be regarded as completely and finally fixed, the current contro-
versies are explained in a pronounced debate about the adequate model 
of the doctor-patient relationship and the principles of medical action in 
a posthippocratic medical ethics, which will be dealt with separately (§ 
6, 7, 10). First of all, however, the changed mortality spectrum must be 
examined, to which the "doctor of the future" must adapt with a corre-
sponding competence profile.  

 
 

5.2 Mortality spectrum and medical competence profile 
 

The teaching of key competencies has to be oriented above all to a 
changed spectrum of diseases, which is characterised by a shift from 
acute to chronic diseases and by an increase in comorbidity and multi-
morbidity, especially in advanced age. Accordingly, the German Council 
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of Experts states in its report (2009) (Box 5.2) that there is a considera-
ble need for action in health care provision.  

 

Box 5.2 Need for action in health care 
 
The German health care system is currently still strongly characterised 
by patterns of acute medicine and specialist care, which - also in the field 
of chronic diseases - has recorded significant progress (e.g. the decline in 
mortality from coronary heart disease, CHD). However, the problem of an 
ageing population (...) with an increasing number of chronic diseases re-
quires a care approach that enables the most continuous (usually life-
long) patient-oriented care possible.  

 

German Council of Experts (Sachverständigenrat) 2009: 311 
 
As also stated by the German Council of Experts, the number of chronic 
diseases is increasing along with the number of multiple diseases. This 
is especially the case in advanced age, which people and patients owe to 
medical progress: "With medical progress and demographic change, the 
number of chronically ill, multimorbid patients is increasing" (2009: 
257). All in all, this changed spectrum of illnesses requires a different 
care concept with a medical competence profile suitable for it, with 
which doctors of all disciplines, with all the necessary specialisation, 
are prepared for the longer-term medical care of patients with chronic 
illnesses, multiple illnesses, health, physical and psychological com-
plaints, limitations and impairments, especially in old age, etc. This 
does not only apply to the "doctors of the future", but already in the 
present, as will be made clear below.  
 
 
5.2.1 Treatment of acute and chronic diseases 
 
A significant development is the shift in focus from acute life-
threatening diseases, which mainly included infectious diseases, to 
chronic diseases, which are experienced by patients as life-long diseas-
es, especially in old age:  
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Box 5.3 Dominance of chronic diseases 
 
While acute, mostly infectious diseases such as tuberculosis or diphthe-
ria were still the most common cause of death in today's developed in-
dustrial nations at the beginning of the 20th century, chronic diseases 
such as diabetes and asthma or cancer dominate today.  

 

German Council of Experts (Sachverständigenrat) 2009: 70 
 
In the case of such chronic diseases, which can considerably reduce the 
patient's quality of life, long-term medical care is necessary, which pos-
es special challenges for the doctor-patient relationship. Depending on 
the control result (e.g. "the values have worsened"), patients must be 
repeatedly motivated to cooperate in conversation in order to prevent or 
counteract non-adherence, such as in diabetes or coronary heart dis-
ease, where adherence to therapy can leave much to be desired (Albus 
2010, Albus, Matthes 2014, Hermann-Lingen, Albus, Titscher 2022, 
Matthes, Albus 2014). In total, the economic costs of non-adherence in 
the USA alone are estimated at 100 billion dollars (O'Connor 2006), not 
to mention the economic follow-up costs and above all the prolongation 
of the individual suffering of patients.  

Despite optimal treatment concepts, the doctor-patient relationship 
often involves setbacks or deterioration of the patient's condition, which 
are not only due to the patient's incorrect medication, but also to their 
unwillingness to change their risky lifestyle (poor diet, lack of exercise, 
nicotine and alcohol abuse) (§ 29). In addition, it should be considered 
that especially patients with a low educational status are increasingly 
affected by the health consequences of such risky lifestyles, as this was 
once again impressively proven in recent studies (Brähler et al. 2012, 
Rapp, Klein 2020).  

Regardless of this connection between education and health, every 
doctor knows from his or her own experience how difficult it is to coun-
ter certain "bad habits" of patients. Here, frustrations of the interlocu-
tors are to be expected on both sides of the conversation, which require 
a high level of professional responsibility and tolerance from the doctor 
in communicative dealings with these patients. They are often experi-
enced as "difficult" patients (§ 34), whom the doctors then in turn meet 
more or less consciously with rejection, so that a maladaptive "vicious 
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circle" can result here, leading to a further deterioration in the health of 
these patients.  
 
 
5.2.2 Person-focused treatment of multimorbid patients 
 
The quality of life of patients with physical (chronic) diseases can often 
be limited by comorbidity (anxiety, depression) (Schüßler et al. 2017), 
which is not infrequently misjudged and remains untreated for too long 
(§ 29). The doctor’s actions are then entirely focused on the treatment of 
a chronic disease (e.g. diabetes), and the doctor may fail to recognise 
that a lack of adherence to therapy is due to a decline in self-care on 
the part of the depressed patient (§ 29) (Kruse et al. 2006, Kulzer et al. 
2023). In view of the high prevalence of mental illnesses and their effects 
on the health of chronically ill patients, the German Council of Experts 
(2009) (Box 5.4) therefore calls for their greater consideration already in 
the measurement of multimorbidity.  
 

Box 5.4 Psychological comorbidity 
 
The pronounced effect on the state of health becomes particularly clear 
in a recent study by the World Health Organisation (WHO) on the preva-
lence and significance of depression, which was carried out in 60 coun-
tries. According to this study, 9.3 to 23% of patients with at least one 
chronic disease have depression as a comorbidity. This is the most im-
portant factor compared to other chronic diseases regarding the deterio-
ration of the patients' health fate (...) Mental illnesses must consequently 
definitely be included in the measurement of multimorbidity. 

 

German Council of Experts (Sachverständigenrat) 2009: 252 
 
Despite the high prevalence and significance of physical and/or mental 
multiple illnesses, there is not only a lack of sufficient medical care for 
patients, but also of evidence-based guidelines, which only in exception-
al cases refer to two or more illnesses in combination. Here, there is a 
need for improvement not only in research and the professional socie-
ties, which must cooperate interdisciplinarily in the development of rec-
ommendations, but also in medical education and further training, as 
the German Council of Experts (Sachverständigenrat 2009: 256ff) also 
urges. Likewise, the treatment of multimorbidity is often insufficient 
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(Box 5.5), as it can also occur independently of an underlying disease 
and especially in older patients.  
 

Box 5.5 Definition and spectrum of multimorbidity 
 
Multimorbidity is the presence of several, recurring, chronic or acute dis-
eases or symptoms within a person at the same time, whereby these are 
independent of an underlying disease (index disease), in contrast to 
comorbidity (...) In multimorbidity, a complex structure with several indi-
vidual diseases is present. In this context, multimorbidity is more than 
the sum of the individual diseases. For the assessment of the disease 
burden for the patient due to several simultaneously existing diseases, 
the disease pattern, the development over time as well as social factors 
are important (...) In addition, emergent syndromes (such as inconti-
nence, confusion, risk of falls and complex pain conditions) occur and 
functional limitations and disabilities arise for the patient, which affect 
his or her ability to cope with everyday life.  

 

German Council of Experts (Sachverständigenrat) 2009: 251 
 
If there is no acute case of treatment (e.g. after a fall with a fracture), in 
which evidence may be given due to situational and cognitive circum-
stances, all these diseases or syndromes must first be explored with the 
patient in conversation, for example by asking about mobility in general 
or the certainty with which the patient moves through everyday life (ori-
entation, tendency to fall, dizziness, etc.) or about adherence to therapy 
with medication, which could be limited by "forgetfulness". Under cer-
tain circumstances, reduced adherence to therapy is not due to a lack of 
motivation on the part of the patient (§ 29), but to cognitive deficits, 
which can affect older patients in particular (§ 37).  

Sometimes the problems of communication between doctor and pa-
tient are also quite "banal" in nature, when communication with older 
patients is impaired by hearing loss (Egbert, Deppermann 2012). Hear-
ing loss can also go unnoticed by the doctor precisely because the pa-
tient tries to deny and conceal his or her impairment. Similar denial be-
haviour (as a form of defence) is of course to be expected with other im-
pairments that affect the self-esteem of older people in particular (e.g. 
incontinence). Here, in a tangential discussion (see below), care must be 
taken to deal gently but firmly with "sensitive issues" (§ 21.6), which of-
ten include not only problems of digestion and excretion but also im-
pairments in sexuality. 
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With the change in the morbidity spectrum, a change in the treat-
ment perspective is necessary at the same time, in which doctors can 
no longer focus their attention on individual diseases. From the in-
crease in multiple illnesses, especially in old age, the German Council of 
Experts (2009) (Box 5.6) derives the demand to turn away from a dis-
ease-focused and towards a person-focused treatment:  
 

Box 5.6 Person-focused treatment focus 
 
In the case of patients with multiple illnesses and especially in the case 
of multimorbidity typical of geriatrics, the focus of treatment should no 
longer be disease-focused but person-focused.  

 

German Council of Experts (Sachverständigenrat) 2009: 251 
 
If this shift to person-focused care is to be implemented in practice, the 
doctor of the future must not only explore the details more thoroughly 
(symptoms of illness), but also work out the extent of the patient's 
"overall burden of illness" as a person in everyday life as well as his or 
her remaining coping resources (§ 5.2.4). Only in this way will the doctor 
be able to recognise the necessary diagnostic, therapeutic or nursing 
measures (e.g. geriatric consultation, social services) if necessary and 
discuss these measures with the patient or his or her relatives and, if 
necessary, initiate them and finally accompany them in a controlling 
and supportive manner in agreement with all those involved.  
 
 
5.2.3 Tangential communication for somatoform disorders 
 
Furthermore, the doctor must deal with patients who periodically or 
permanently suffer from functional or somatoform disorders without ob-
jectifiable organic findings (Ronel et al. 2007, Rudolf 2008, Henningsen 
2007, Lahmann et al. 2010, Hausteiner-Wiehle et al. 2013, Hausteiner-
Wiehle, Henningsen 2015). Already from an epidemiological point of 
view, they represent a relevant group of patients, although the data on 
prevalence rates vary: they are given as 25-35% for primary care. This 
group of patients generally poses a particular clinical challenge for the 
doctor (Box 5.7).  
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Box 5.7 Somatoform disorders 
 
Somatoform disorders are characterised by persistent or frequently re-
curring bodily complaints that are subjectively experienced as impairing 
and for which no sufficient organ-medical explanation in the sense of a 
causal organ pathology can be found, even after appropriate somatic di-
agnosis. Somatoform disorders are a widespread phenomenon worldwide 
and represent a clinical challenge in almost all areas of medicine (...) The 
clinical picture causes a disproportionate, dysfunctional and, above all, 
cost-intensive utilisation of the health care system and is accompanied 
by an accumulation of anxiety, depressive or personality disorders, espe-
cially in severe or chronic courses. 

 

Lahmann et al. 2010: 453 
 
Dealing with these patients often proves difficult, which already mani-
fests itself in frequent therapy interruptions and changes of doctor 
("doctor hopping"). The patients continue to be guided by their "subjec-
tive theory of illness" (§ 21, 29), according to which their massively and 
threateningly experienced complaints (must) have an "organic cause", 
and react with fierce resistance if this is called into doubt. Often they 
have had an "odyssey" of visits to doctors and examinations, which were 
also concluded with an often "mortifying" diagnosis message ("you have 
nothing"), which increases their disappointment or anger because they 
do not feel taken seriously as a person with their suffering.  

In order to prevent patients with somatoform disorders from break-
ing off their relationship with the doctor at an early stage, a special way 
of shaping the relationship and communicating with these patients has 
proven to be effective. With this type of conversation, the doctor tries to 
successively approach the patient's attitudes, i.e. his or her beliefs, ex-
pectations, hopes, fears. With indirect and implicit verbal interventions, 
the doctor can succeed in "bringing up" the issues in question, which 
are initially taboo subjects for the patient, gradually or even in a round-
about way. This applies especially to emotionally charged topics where 
the doctor has to "listen" to implicit "hints" from patients that can easily 
be "overheard".  

This communicative phenomenon ("voiced but unheard") has been 
investigated by the research group around Salmon et al. (2004, 2007), 
who in particular studied indirect communication ("psychological cues") 
in patients with "medically unexplained symptoms" (MUS). Using differ-
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ent terminology, which continues to be inconsistent (Burbaum et al. 
2010, Creed et al. 2010, Klaus et al. 2012, Hausteiner-Wiehle, Hen-
ningsen 2015), a sensitive approach to patients is recommended here, 
whose complaints must first be acknowledged before further medical in-
terventions to promote understanding and processing of the illness can 
take effect.  

Before interventions of a "higher" type ("clarifications") can be sensi-
bly placed, the medical art of active, empathic listening is required (§ 20, 
21), which the doctor should master in general, but especially in rela-
tion to patients with whom problems in emotional access can already be 
anticipated from the clinical picture. By conducting the conversation 
tangentially (§ 17.3, 32), patients should be "touched", but their current 
self-image should not be "disturbed" in such a way that they are unnec-
essarily led to defensive processes and thus the therapeutic success is 
obstructed or even made more difficult.  

Guidelines have now been developed on "Dealing with patients with 
non-specific, functional and somatoform bodily complaints" (Haus-
teiner-Wiehle et al. 2013, AWMF (ed.) 2012), which also contain con-
crete practical tips with examples of formulation. We have also compiled 
a collection of anchor examples of conversational maxims in the form of 
a manual on medical conversation (2010) (§ 1, 3, 17), which, in line with 
the guidelines, will be supplemented by empirical examples (§ 18-23) 
from an extensive corpus of conversations.  
 
 
5.2.4 Pathogenetic and salutogenetic perspectives 
 
With the diagnostic and therapeutic possibilities of medicine, on the one 
hand the boundaries of what can be treated are shifting, and on the 
other hand the differences between "disease-causing" and "health-
promoting" factors are coming more into focus. It is no coincidence that 
the traditional pathogenetic concept in medicine, which is based on a 
dichotomous pair of concepts of health and disease, has now been sup-
plemented by a salutogenetic concept, which assumes a health-disease 
continuum and takes into account the salutary resources that move the 
organism towards the health pole in the continuum (cf. Antonowsky 
1987, 1997, Köhle, Obliers, Faber 1994, Ventegodt et al. 2005, Meyer-
Abich 2010, Petzold, Bahrs 2020, Bahrs 2022, Rojatz et al. 2022, Mit-
telmark et al. (2022). The hypothetical question to the patient is no 
longer only about his or her deficits ("Where are you lacking?"), but also 
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about his or her remaining abilities ("What can you do?"), ("What do you 
dare to do?") (§ 22.2). These topics can also rarely be asked directly, as 
hypothetically assumed here, but must be developed appropriately in 
the context of the conversation.  

In order to find out about patients' shortcomings and losses as well 
as their health resources, a questioning technique other than an exclu-
sively interrogative one is needed. Certain life experiences of patients 
and their self-representations can hardly be explored according to the 
question-answer pattern, but can best be conveyed in independent pa-
tient narratives, for which, however, the doctor has to create space con-
versationally through appropriate stimulation ("narrative invitations") (§ 
9). The fact that in this sense a biographical narrative anamnesis is 
more effective and efficient than an interrogative interview technique 
will also be shown in detail in a series of interview analyses (§ 19, 20).  

 
 
5.2.5 Preventive to palliative treatment spectrum 
 
Certainly, the curative function of medical action remains a central 
function of medicine. In view of the changed spectrum of diseases and 
the growing public attention to the necessities and possibilities of pre-
ventive medicine, early detection or prevention is already one of the 
tasks of paediatric and adolescent medicine (Bürgin, Rost 2011, Resch 
2017), the development of which is given special emphasis by the Ger-
man Council of Experts (Sachverständigenrat) (2009). Here, among oth-
er aspects, psychosocial problems in the family are to be recognised at 
an early stage in order to counter the consequences of separation or 
domestic violence, for example.  

After all, beyond the traditional curative function in the narrower 
sense, the doctor increasingly must perform rehabilitative and, not least 
because of the socio-demographic development of our society, geriatric 
and increasingly palliative care functions, which require special com-
municative competences (Kissane et al. 2011, Obliers, Köhle 2017, Köh-
le 2017, Söllner, Keller 2017, Coussios et al. 2019, Buck 2022). In par-
ticular, communication with these patients used to be less of a focus of 
medical action; it was often delegated (to relatives and nursing). Chairs 
of palliative medicine are still not the rule, but their increase illustrates 
this development trend, according to which certain patient groups can 
no longer be adequately cared for in a narrower biomedical sense.  
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The emergence of so-called "hyphen" disciplines, such as psychocar-
diology (Albus et al. 2014, Herrmann-Lingen, Albus, Titscher 2022) or 
psychooncology (Tschuschke 2011, Söllner, Keller 2017) or also psycho-
neuroendocrinology (Fries et al. 2017), etc., which are more strongly ori-
ented towards a holistic model of explanation and care, as is claimed 
with a biopsychosocial approach to understanding (§ 4), points in the 
same direction. The holistic treatment perspective of a multitude of dis-
eases is particularly demanded in family practice, which we will address 
separately (§ 25) with empirical practical examples.  

 
 

5.3 Health and disease concepts 
 
With the broad treatment spectrum of the doctor, ranging from preven-
tive health promotion to palliative care for terminally ill patients (§ 38), 
the question arises of health and disease concepts on which doctors 
and patients - despite all individual differences - must agree together to 
a certain extent in their communication if they are to act successfully 
together.  

In the socio-political as well as medical(-ethical) discussion, it re-
mains controversial what is actually in need of treatment or even wor-
thy of treatment. In this discussion, more or less broad or narrow con-
cepts of health or disease are used.  

 
 

5.3.1 The broad notion of 'well-being' 
 

A very broad, often quoted but rarely unreservedly accepted concept of 
health and disease was developed by the World Health Organisation 
(WHO) more than six decades ago (Box 5.8). The main aim is to distin-
guish it from a restrictive concept of health, which is characterised sole-
ly by the absence of disease and infirmity:  
 
 

Box 5.8 Well-being according to the WHO 
 
Health is the state of complete physical, mental and social well-being and 
not merely the absence of disease and infirmity.  

 

WHO 1948, quoted on Anschütz 1988: 100 
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On the one hand, this definition of health is seen positively because of 
its comprehensive claim, but on the other hand it is criticised precisely 
because of this. First of all, the WHO concept is appreciated for taking 
into account all three dimensions of health, namely the physical, mental 
and social dimension, which can also benefit downstream concepts 
such as quality of life (Box 5.9): 
 

Box 5.9 Health-related quality of life 
 
However, it is widely accepted, the idea contained in this term, that 
health consists of three components: a physical, a psychological and a 
social one. These three components are therefore also often used to fur-
ther narrow down the concept of health-related quality of life. Health-
related quality of life is accordingly reflected in how satisfied people are 
with their physical, mental and social state of health, or - in other words 
- how they rate these aspects of their health.  

 

Konerding, Schell 2001: 139 
 
As we have already seen, the three-dimensional concept of health and 
illness is in line with the understanding of a biopsychosocial medicine (§ 
4), which is based on a comprehensive concept of knowledge and treat-
ment. Despite all objective collection of disease-relevant data, the focus 
is on the subjective experience of disease of the patient, who, as a sick 
person, should obviously be able to make the best judgement about his 
or her own health.  
 
 
5.3.1 Criticism and application problems 
 
Criticism of the WHO's broad concept of health is often associated with 
an excessive sense of entitlement to which individual patients might be 
excessively subject. The first criticism of the WHO's definition of health 
is that the criteria are set so high that almost everyone would eventually 
be ill. This criticism usually culminates in an accusation of illusion, in-
sofar as the demands of the individual on him or herself and on health 
care associated with this broad definition of health are unrealistic be-
cause unrealisable (Anschütz 1988, Konerding, Schell 2001). Anschütz 
(1988) (Box 5.10), for example, considers the WHO's definition of health 
to be both "philistine" and "naive", not least because, in view of the high 
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expectations of happiness and health in the Western world, ageing 
would logically be regarded as a disease.  
 

Box 5.10 Criticism of the high demand for happiness and health 
 
The high demand for happiness and health in the western world is also 
promoted by the public suggestion of what is so-called feasible, by a pro-
nounced striving for salvation, truth, happiness, power and wealth. Here, 
an aspiration is taken to an extreme that can no longer be realised. And 
this demand is so omnipresent and seems so self-evident that no one can 
completely free himself from it. Today's man apparently only feels socially 
balanced when he can travel abroad, is very mobile on motorways (...) 
when he euphorizes his restless mind with alcohol or even sleeping pills 
and when his life is socially, professionally, familially ordered as it corre-
sponds to his ideas. Medicine has largely adapted to this demand, the 
surgeon by lifting disturbing wrinkles, the internist by the tablet for all 
situations in life (...) In reality, sooner or later everyone has to cope with 
some infirmity himself by adapting himself in the sense of self-education 
to his diminishing capacity, which occurs at the latest in old age. All def-
initions of health which focus on well-being and the preservation of phys-
ical integrity and adaptability must regard ageing as a disease.  

 

Anschütz 1988: 100-101 
 
The criticism often seems just as exaggerated as the criticised WHO 
health concept. Although Anschütz rightly describes possible extremes, 
the individual can be overtaxed with the suggested "self-education" to 
adapt to the age-related decline in performance and become a patient 
precisely because of this overtaxing. Here again, the doctor can help to 
find the individually appropriate balance "between demand and reality".  

However, the problem of the patient's well-being as the primary goal 
of treatment remains a problem both in research and in the practice of 
care. The problem is by no means solved with the mere dichotomy of ob-
jectivity and subjectivity, nor with traditional distinctions between dis-
ease and illness, symptom and sign (signs of illness) or findings and 
condition (experience). According to von Uexküll and Wesiack (1991), 
these terms only distinguish analytical aspects that are to be integrated 
in a biopsychosocial medicine (§ 4).  

However, this also involves the "justification" of medical treatment 
goals in the "narrower" sense (e.g. the "medical" attitude of a diabetic), 
which have their meaning only in the hierarchy of so-called higher-
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order endpoints (§ 8), which in turn ultimately brings into play the 
"quality of life" of the patient, who has his or her personal idea of a 
"good" life, which he or she may subjectively experience as limited, etc.  

In his current critique of definitions of illness and health as well as 
research methods in medicine and psychology, Kagan (2012) laments 
the lack of context-sensitive studies on concepts such as well-being or 
happiness, whose ambiguities can only be investigated and understood 
in a culture-, history-, language-, class-, gender- and age-specific man-
ner. Inasmuch as, according to Kagan (2012) (Box 5.11), one cannot in 
principle escape the ambiguity of supposedly similar self-disclosures by 
individuals, one must not rely on the first best verbalisations of inter-
viewed persons but must systematically question them in the respective 
context and classify them appropriately in the respectively valid seman-
tic network of the interviewees.  
 

Box 5.11 Ambiguity of well-being 
 
The meaning of life satisfaction, or well-being, does not escape this ambi-
guity. Most adults who have sufficient food and shelter and are free of se-
rious chronic illness rely on a judgment of the ethical quality of their 
lives when they answer the few questions that define well-being: "How 
satisfied are you with your life?" "Have you gotten most of things that you 
wanted in life?" and "All things considered, how satisfied are you with 
your life these days?" The judgments of individuals from diverse societies 
would change only a little if the question were "All things considered, 
have you lived the life of a good person?" However, because the semantic 
networks for good vary across historical eras and cultural settings, the 
meaning of a low, moderate, or high level of well-being must also vary. 
Put simply, individuals who report the same level of well-being could 
have behaved in different ways, achieved different goals, held different 
values, and experienced different feelings over their lifetimes.  

 

Kagan 2012: 78f 
 
The methodical-systematic research of such concepts as well-being and 
happiness is one thing, the communication with individual patients 
about their treatment goals that are significant in their lifeworld is an-
other. The problem of the ambiguity of what the patient formulates as 
his or her final interest in the medical treatment (§ 8.4) must be faced 
by the doctor in communication with his or her individual patient. In 
communicative exchange, the two interlocutors must alternately assure 
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themselves that they are "pulling in the same direction" when, for ex-
ample, they seek to improve the patient's quality of life, which is an es-
tablished concept in medicine with proven measuring instruments (Bel-
lebaum, Barheier 1994, Konerding, Schell 2001, Pukrop 2003, Her-
zberg, Brähler 2017, Schübel 2020), as the primary guiding goal of 
treatment, to which other treatment goals must be subordinated. We 
will further explore this problem of determining (hierarchies of) so-called 
endpoints of medical action both systematically (§ 8) and on the basis of 
empirical cases (§ 21-22), in which, for example, the concern of a diabe-
tes patient who sees his or her quality of life considerably improved by a 
"switch from syringe to pump" is at stake.  

Under the special aspect of palliative medicine (§ 38) (Kissane et al. 
2011, Obliers, Köhle 2017, Köhle 2017, Söllner, Keller 2017), the prob-
lem is dealt with that patients often still undergo a so-called change in 
values, especially at their expected end of life, which they themselves 
probably recognise or allow to be recognised in this form for the first 
time in communication with their carers. In this case, it is apparently 
only in the conversation at the end of life that the patients realise what 
was or has become important to them in life. This is a further methodo-
logical indication that the doctor should not follow the first self-
declarations of patients by means of questioning, but if necessary must 
repeatedly seek dialogue in order to reduce the ambiguities and ambiva-
lences of the patient, even if they cannot in principle be circumvented, 
in such a way that a certain security arises for both partners that they 
are acting in the recognisable interests of the patient, which should at 
least have intersubjective "validity" until revoked in the "consultation 
hour".  
 
 
5.4 Evidence-based medicine and guidelines  
 
Although individual care remains the supreme principle of medical ac-
tion, the patient also has a right to optimal treatment "according to all 
the rules of the art". However, these can also change with progress, so 
that both actors may have to adjust their actions to current standards 
in the sense of "evidence-based medicine" (EBM). Before we come back 
to this systematically (§ 10) and empirically with practical examples (§ 
22), we will describe the scope for medical action that remains for the 
individual doctor in the individual case with his or her individual pa-
tient, if joint decisions are nevertheless to be made evidence-based.  



5. Structural and Functional Change in Medicine  

Part II: Theoretical Foundations - 23 

 
5.4.1 Guidelines and decision-making autonomy 
 
First of all, the concept of evidence does not refer to subjective experien-
tial certainties of individual doctors, but rather to evidence in a sense 
that can be objectified through studies, as explicitly emphasised by 
Henningsen, Rudolf (2000) (Box 5.12).  
 
 

Box 5.12 Objectifiable evidence in the plural  
 
EBM does not refer to "evidence" in the singular, as the subjective experi-
ence of a coherent connection, but, on the contrary, to evidence in the 
plural, in the sense of objectifiable evidence, clues or proof. 
  

 

Henningsen, Rudolf 2000: 367 
 
For a good two decades, first in the English-speaking world (Canada, 
USA, UK) and then in Germany, guidelines on medical care have been 
developed and applied to systematically summarise and communicate 
standards, as they have always been aimed at, in order to achieve 
health goals relevant to patients (Bollschweiler 2001, Redaelli et al. 
2001, Schmacke 2006, Sachverständigenrat 2009, Kopp 2011, Farin et 
al. 2011, Charles et al. 2011, Smith 2013, Dietsche 2018). Evidence-
based guidelines serve to ensure the quality of medical practice (Box 
5.13), which should ultimately benefit patients.  
 
 

Box 5.13 Function of guidelines  
 
The primary aim of guidelines is to improve medical care by communi-
cating knowledge. In this context, guideline authors have the task of pre-
senting the state of knowledge in terms of the best available scientific ev-
idence on specific issues. 

• to be explicitly stated, 
• to be evaluated under methodological and clinical aspects, 
• clarify opposing points of view, 
• weighing up the benefits and harms, 
• consideration of the needs and attitudes of the patients, 
• define the current procedure of the election (...) 
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Concrete recommendations for action in guidelines should therefore be 
based on a benefit assessment of the respective interventions tested from 
a methodological, clinical and patient perspective. 

 

Kopp 2011: 160  
 
In terms of their claim, guidelines are always recommendations that are 
not to be followed schematically but are to be taken into account in 
concrete treatment situations with the inclusion of individual patient in-
terests. According to their self-conception, guidelines should therefore 
by no means be (mis)understood as "cookbook medicine" or "prescrip-
tive medicine" (partly still critical: Redaelli et al. 2001, Schmacke 2006, 
Sachverständigenrat 2009: 256f, Henry et al. 2008, Charles et al. 2011, 
Smith 2013, Dietsche 2018). Rather, the primacy of the clinical judge-
ment of the doctor remains, which in principle cannot be "overruled" by 
guidelines, as this is also specifically emphasised by the German Coun-
cil of Experts (2009) (Box 5.14).  
 

Box 5.14 Primacy of medical judgement 
 
Evidence-based guidelines are systematically developed action and deci-
sion corridors for patients and health care providers. They are intended 
to lead to individually appropriate health care and to transparency (...) 
However, therapy according to evidence-based guidelines implies that 
they can or must be deviated from on an individual basis if the clinical 
decision, taking into account the overall situation, requires this or if pa-
tient preference opposes a therapy. Therefore, good guidelines should not 
take on the character of "prescriptive medicine" (...) and do not represent 
a threat to the autonomy of the therapeutically active physician's own 
innovative potential and intellectual capacity for development. They are 
tools for improving the quality of treatment. In this context, guidelines 
never "overrule" the doctor's judgement in the treatment of the individual 
patient, especially since the doctor must take into account the patient's 
preference in addition to his assessment of the particular conditions of 
the individual case.  

 

German Council of Experts (Sachverständigenrat) 2009: 256f 
 
Insofar as the decision-making autonomy can be exercised in the indi-
vidual case by both dialogue partners (doctor, patient) in their own way 
(§10), the fears of incapacitation by higher-ranking authorities, whose 
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guidelines would have to be followed without further ado, seem un-
founded. On the contrary, both parties to the interaction could benefit 
equally from evidence-based guidelines. However, despite the develop-
ment of numerous guidelines at a high level (Kopp 2011, Farin et al. 
2011), implementation in practice is still considered insufficient, for a 
number of reasons.  
 
 
5.4.2 Problems of implementation in practice  
 
A variety of reasons are cited as barriers to the implementation of guide-
lines, including above all the lack of practical orientation, the scientific 
information overload and practical documentation burden, as well as 
the continued feared loss of autonomy of doctors and their patients, 
which has already been critically compiled overall by the German Coun-
cil of Experts (2009: 257 ff) (Box 5.15).  
 

Box 5.15 Reasons for the insufficient implementation 
 
It can be assumed that the implementation of the medical guidelines is 
still insufficient. The reasons are manifold: 

• Lack of practical orientation, only science-oriented and therefore 
difficult to apply (guidelines as dialogue between researchers). 

• Service providers see the guidelines as limiting their autonomy, as 
paternalism.  

• Doctors or other health professionals do not agree with the opinion 
of the guideline authors (...) 

• The guideline recommendations run counter to patient prefer-
ences.  

• Doctors or other health professionals decide to ignore guidelines 
due to high patient turnover, time constraints, "inundation" with 
scientific information, among others.  

 

German Council of Experts (Sachverständigenrat) 2009: 257 
 
To overcome these problems, a number of implementation strategies are 
discussed, which should be used in combination if possible. The Coun-
cil of Experts considers these to include: Education (basic, further and 
advanced training; teach the teacher); feedback (quality circles); partici-
pation of the target groups; financial incentives, etc. The evaluation 
should, on the one hand, examine the usual criteria (achievement of 
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treatment goals, reduction of hospital stays, referral practice), but also 
take into account parameters such as patient satisfaction, adherence 
and quality of life, to which we will return in detail in the formulation of 
therapeutic goals of medical action (§ 8). 

Misinformation, prejudice, reluctance and resistance of doctors to 
the use of guidelines are only one problem, the lack of specific guide-
lines on specific clinical pictures is another. In particular, the German 
Council of Experts (2009) complains about deficits in the development 
of guidelines for the treatment of multimorbid patients: "There are very 
few guidelines that refer to patients with multiple diseases" (259). The 
dilemma is that when the need arises, a satisfactory solution cannot be 
achieved simply by adding up several guidelines. Again, the whole is 
greater than the sum of its parts (Box 5.16). 
 

Box 5.16 Desiderata for guidelines, especially on multimorbidity 
 
As multimorbidity is more than the sum of the individual conditions, 
guidelines developed for these patients are not the sum of the guidelines 
for the individual conditions. They must set treatment priorities, be 
adapted to the patient's overall condition, and take into account the risk 
of interactions that increases with each drug. In particular, they must 
follow a patient-centred rather than a disease-centred approach and take 
into account the life expectancy and the very individual situation of the 
patient. They thus help to make decisions, but by no means take them 
away from the doctor given the complexity of the situation. 

 

German Council of Experts (Sachverständigenrat) 2009: 261 
 
Due to the complexity of the situation, guidelines can soon reach their 
limits, especially in the case of patients with multiple illnesses, for 
whom the individual competence of the doctor is still required to make 
use of guidelines as decision-making aids, which leave sufficient scope 
for decision-making in each case. However, the scope for decision-
making and action is not only granted, but at the same time imposed on 
the individual doctors. Their competence will be challenged especially in 
complex treatment situations, in which they can only refer to a certain 
"guideline-compliant" recommendation to a limited extent. Smith (2013) 
(Box 5.17) describes what he calls the "gap between evidence and prac-
tice", which can certainly be generalised beyond the UK, with a drastic 
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example that will be reproduced here in detail because of its illustra-
tiveness.  
 

Box 5.17 "The gap between evidence and practice"  
 
Evidence-based guidelines also proliferated explosively. However, it is 
unclear whether and how much this information processing has ulti-
mately advanced evidence-based action. Doctors also seem to make little 
use of these service programmes when treating patients. One reason may 
be that it is difficult to apply evidence to individual patients because the 
questions that come up in practice are usually not "What is the best 
treatment for a patient with atrial fibrillation?" but rather "What is the 
best course of action for a 75-year-old woman who has atrial fibrillation, 
chronic obstructive pulmonary disease, mild dementia, drinks large 
amounts of alcohol, smokes, lives alone and only sees the doctor when 
her son pressures her accordingly?" In reality, the questions in daily 
practice are much more often like the latter and not the former (...). Con-
sequently, it is no wonder that evidence-based interventions are difficult 
to apply.  

 

Smith 2013: 287  
 
However justified the criticism may be in principle, "the baby should not 
be thrown out with the bathwater". In the present case, too, whose 
complex problems are plausibly illustrated, knowledge of disease-
specific, e.g. psychocardiological guidelines can certainly be useful 
(Ladwig et al. 2013), even if the patient's further treatment can certainly 
not be reduced to "atrial fibrillation". Such a biomedical reduction had 
already proven to be of little use in the case of the "heart" problem of a 
patient whose complex medical history had been discussed in detail 
with von Uexküll and Wesiack (1991, 2011) from a biopsychosocial per-
spective of knowledge, communication and treatment (§ 4). In such 
complex cases, the doctor’s fitting competence is particularly challenged, 
which also consists in the selective use of relevant guidelines that are to 
be applied flexibly.  
 
 
5.4.3 Medical fitting competence 
 
If one sums up the case (hypothetically) assumed by Smith, the (as-
sumed) doctor can at the same time be credited with a good conduct of 
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the conversation, because a lot of biopsychosocial "data" was already 
collected during the anamnesis. The doctor was evidently able to ex-
plore the patient's co-morbidity (including dementia), her specific risk 
factors (alcohol, smoking, "living alone") and her overall maladaptive be-
haviour (§ 29). The patient's self-harm consists not only in her alcohol 
and nicotine abuse, but also in the patient's resistance (denial), who on-
ly visits the doctor under pressure from her son.  

In this complex "mixed situation", the doctor has to choose a rele-
vance hierarchy of decisions in consultation with the patient, which al-
so has to be done with evidence-based prioritisation (§ 10). It may be 
that, based on current findings, cardiological treatment has priority 
even before "sensitive" issues such as the alcohol or nicotine problem 
can be explored in depth (§ 21.6, 22.2). Accordingly, certain problems 
must remain subordinate (treated) so that the more urgent tasks do not 
fall victim to increased defence, etc. 

Even in similarly complex cases, the doctor cannot simply refer to 
the one "guideline-compliant" recommendation, but must - as in other 
areas of life and work - flexibly meet any conflicting maxims of action. 
This flexibility is also expected in dealing with conflicting maxims of 
discussion, when doctors have to decide again and again in a complex 
discussion situation, for example, between a confrontational or tangen-
tial conduct of the discussion (§ 3, 17, 32). This challenge has already 
been discussed (§ 5.2.3) using the example of dealing with somatoform 
disorders, to which the doctor must adapt with clinical and communica-
tive competence in order to do justice to the specific clinical picture of 
these patients.  

Making decisions appropriate to the situation, both in communica-
tive action (confrontational versus tangential discussion) and in instru-
mental action (surgery versus conservative measures) (§ 7, 8), requires 
throughout a doctor’s fitting competence (§ 3.3, 17), which is to be ac-
quired through training and further education and ultimately to be fur-
ther developed through many years of professional experience. 

This medical fitting competence also includes the selection and ap-
plication of "guideline-based" recommendations appropriate to the situ-
ation. As the term "recommendation" already suggests, it can also be re-
jected after "careful" consideration. Taking guidelines into account does 
not mean following them as if they were a set pattern. As the Council of 
Experts has already pointed out (Box. 5.14), medical autonomy is in no 
way restricted by guidelines, which in their function as a decision-
making aid should not be able to "overrule" medical judgement and 
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competence to act anyway. Accordingly, the Council of Experts (Sach-
verständigenrat) (2009) comes to an overall definition of the function of 
guidelines, according to which, despite all the necessity and possibility 
of standardisation and facilitation of action for the doctor, the bounda-
ries of guidelines remain more or less fluid, so that, especially in the 
case of multiple illnesses, they at best open up "corridors of action" (Box 
5.18) for the doctor. 

 

Box 5.18 Simple decision trees and action corridors  
 
This means that one of the goals of guidelines, the reduction of variation 
in diagnosis and therapy, can only be achieved to a limited extent, since 
the overall burden of disease, life expectancy and social structures in this 
patient group are very different and the medical and nursing approach 
must be adapted to this. Nevertheless, corridors of action are important, 
even if they do not lead to simple decision trees, but rather provide the 
doctor with the instruments and criteria that lead to a decision together 
with the patient and others involved in the care (such as nurses, physio-
therapists, relatives). 

 

German Council of Experts (Sachverständigenrat) 2009: 262 
 
Precisely because guidelines cannot be used as "simple decision trees" 
in practice, their individual application in individual cases by the treat-
ing doctor remains indispensable. As we will show below, first theoreti-
cally and then on the basis of empirical cases, decision paths are first 
and foremost communication paths that doctors must follow in discus-
sion with their patient (§ 8). On these communication paths, the full 
complexity of the patient's overall burden of disease must first be un-
folded thematically before it can be reduced, if necessary.  

The person-oriented approach is to be preferred to the disease-
oriented approach, if only to be able to counteract a narrow focus on a 
"first-best" individual disease from the outset. Especially at the begin-
ning, the discussion with the patient should be "open-ended" (in the 
sense of Buber 1954/86: 296) in all directions (§ 7.5) and nothing 
should be ruled out prematurely.  

But also in the further treatment process, communicative review pro-
cedures must be incorporated again and again, which allow for revi-
sions or modifications of decisions once they have been made, if this is 
factually (still) possible. Especially in the case of uncertain courses of 
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the disease, new treatment priorities may arise that have to be redefined 
in communicative negotiation processes. It must also be taken into ac-
count that patient preferences can change during the course of the dis-
ease and treatment, which in turn can result in new communication 
paths with new decisions (§ 8, 10, 22), which must be coordinated be-
tween doctor and patient in discussion in order to reach a sustainable 
consensus for further treatment.  

 
 
 

5.5 Further information 
 

Through the cross-references to subsequent chapters, indications of the 
resumption of specific topics had already been given, for which further 
literature is then cited, for example on Shared Decision Making (SDM) (§ 
10). Further literature references, for example on tangential conversa-
tion in somatoform disorders, are given in specific chapters both in the-
ory and with practical examples (§ 17, 32). Questions on co-morbidity or 
multimorbidity of patients are discussed throughout the practical part 
and specifically under the aspect of "communication with the chronical-
ly physically ill" (§ 29).  

Of the literature already cited above, the following works should be 
referred to again as examples for selected aspects: The early works of 
the „Murrhardter Kreis“ (1995) and the monographs by Dörner (2001) 
and Troschke (2004) as well as the volume by Simon (2005), which 
brings together contributions from various disciplines (internal medi-
cine, urology, surgery, dermatology, etc.), are suitable as an introduc-
tion to the discussion on the ideal image of the "doctor of the future". 
Also relevant are the contributions on the "good doctor from an inter-
disciplinary perspective" and on the "doctor-patient relationship in 
modern medicine" in the two volumes by Witt (2010) and Deter (2010). 
For specific questions and issues in health communication and health 
literacy development, please refer to: Schorr (ed.) 2014, Hehlmann 
2018, Lenartz et al. 2020. A critical review on problems of defining and 
measuring health literacy is given by Urstad et al. 2022. For a salutoge-
netic approach in medicine, please refer to the handbook by Mittelmark 
et al. 2022. 

An informative and thoroughly critical overview of the development 
of the health care system and the need for reform is provided by the 
German Council of Experts (Sachverständigenrat) (2009), while the still 
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current desiderata are formulated in the BMBF's "Masterplan 
Medizinstudium 2020" (2017). The programmatic book by Gigerenzer, 
Gray (eds.) 2011/2013 has not lost its topicality („Better doctors, better 
patients, better decisions: Envisioning health care 2020“). A specific 
programmatic draft ("Rethinking Medical Education") is given there by 
Davis (2011/2013), which particularly promotes interdisciplinary, life-
long learning, including in the workplace.  

For critical overviews of the state of research on the development 
and communication of evidence-based medicine and on the guideline 
discussion, reference is made to the volumes by Lauterbach, Schrappe 
(eds.) (2001) and Hensen, Stamer (eds.) (2018) as well as to the articles 
by Kopp (2011), Farin et al. (2011), Donner-Banzhoff et al. (2011/2013) 
and Smith (2011/2013), who describes the "gap between evidence and 
practice" particularly critically. A selection of German guidelines is given 
by Hausteiner-Wiehle, Henningsen (2015); see also, for example, the 
many guidelines of the German Society for General Practice and Family 
Medicine (e.g. DEGAM 2022 on the anamnestic initial interview). 

Specific (German and English) literature on guidelines/manuals for 
(the teaching of) medical communication (for a period of more than 50 
years) is exemplified by: Morgan, Engel 1969/77, Froelich, Bishop 
1973, Adler, Hemmeler 1989, Dickson et al. 1991, Coulehan, Block 
1992, Buckman, Kason 1992/94, Geisler 1992, Lipkin, Putnam, Lazare 
et al. 1995, Smith et al. 2000, Launer 2002, Platt, Gordon 2004, Kurtz, 
Silverman, Draper 1998/2005, Veldhuijzen et al. 2007, Menz, 
Lalouschek, Gstettner 2008, Schweickhardt, Fritzsche 2009, Parrott, 
Crook 2011, Veldhuijzen et al. 2013, Silverman, Kurtz, Draper 2013, 
Cole, Bird 2014, Ärztekammer Nordrhein 2015, Hammersen et al. 2016, 
Brown et al. 2016, Cooper, Frain 2018, Koerfer, Albus 2018, Jünger 
2018, Coussios et al. 2019, Lloyd, Bor, Noble 2019, Simpson, McDowell 
2020, DEGAM 2022, Herrmann-Lingen, Albus, Titscher 2022, who give 
a "practical guide for doctors and psychologists" on general anamnesis 
taking and specifically also on psychocardiological interviewing.  

On the specific problem of (measuring) quality of life and health, be-
yond the literature already mentioned (Bellebaum, Barheier 1994, Kon-
erding, Schell 2001, Pukrop 2003, Obliers, Köhle 2017, Herzberg, Bräh-
ler 2017, Schübel 2020, Carstensen 2020), reference is made to the rel-
evant chapter on "Quality of life at the end of life" (§ 22.6) and on 
"Communication with dying people" (§ 38).  

Before the communicative interaction between doctor and patient 
can be further differentiated in a dialogue-based decision-making model 
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(§ 7, 10, 22), the current discussion about guiding principles of the 
"good" doctor must first be pursued, who must ultimately have a num-
ber of key competences (§ 6) in order to be able to conduct communica-
tion with the patient "in accordance with guidelines". To this end, the 
following chapter also presents our own empirical studies on the ques-
tion: "When is a doctor a good doctor?", which was posed to professors 
of medicine as well as GPs.  

For the didactics of teaching the key communicative competences in 
particular, reference should be made to the chapter on the "Learning 
Goal Communication Competence" (§ 3) and the chapters on clinical 
communication education and training (§ 13-16).  
 
 
 
References 
 
Further references on doctor-patient communication can be found in other 
topic-specific chapters and in the complete bibliography of the handbook. 
 
Adler RH, Hemmeler W (1989): Praxis und Theorie der Anamnese. 2. Aufl. 

Stuttgart: Fischer. 
Albus C (2010): Psychological and social factors in coronary heart disease. 

Annals of Medicine 42 (7), 487-94.  
Albus C, Ladwig KH, Herrmann-Lingen C (2014): Psychokardiologie: 

Praxisrelevante Erkenntnisse und Handlungsempfehlungen. Deutsche 
Medizinische Wochenschrift 139: 596-601.  

Albus C, Matthes J (2014): Maßnahmen zur Förderung der Therapieadhärenz. 
MMW Fortschritte der Medizin 156 (4), 54-5.   

Anschütz F (1988): Ärztliches Handeln. Darmstadt: Wissenschaftliche 
Buchgesellschaft.  

Antonovsky A (1987): The salutogenic perspective: toward a new view of health 
and illness. Advances 4 (1), 47-55.  

Antonovsky A (1997): Salutogenese. Zur Entmystifizierung der Gesundheit. 
Tübingen: dgvt. (1987): Unraveling the mystery of health: How people 
manage stress and stay well. San Francisco)  

Ärztekammer Nordrhein (2015): Kommunikation im medizinischen Alltag – Ein 
Leitfaden für die Praxis. Düsseldorf: Ärztekammer Nordrhein.  

AWMF (Hg.) (2012): S3-Leitlinie “Umgang mit Patienten mit nicht-spezifischen, 
funktionellen und somatoformen Körperbeschwerden“.  AWMF-Register Nr. 
051-001 (abgerufen am 09.01.2018).  

http://verlag-gespraechsforschung.de/2025/medical-communication/medical-communication-bibliography.pdf
http://verlag-gespraechsforschung.de/2025/medical-communication.html
http://www.ncbi.nlm.nih.gov/pubmed/20839918
https://doi.org/10.1055/s-0033-1360102
https://www.springermedizin.de/massnahmen-zur-foerderung-der-therapie-adhaerenz/9290942
http://psycnet.apa.org/record/1988-20161-001
http://www.aekno.de/Leitfaden-Kommunikation
http://www.awmf.org/leitlinien/detail/ll/051-001.html


5. Structural and Functional Change in Medicine  

Part II: Theoretical Foundations - 33 

Bahrs O (2022): Introducing the Subject into Primary Care-Person-
Centeredness in Primary Care Needs Participatory Research. Global Jour-
nal of Medical Research Volume XXII Issue II Version I.   

Bellebaum A, Barheier K (Hg.) (1994): Lebensqualität. Opladen: Westdeutscher 
Verlag. 

BMBF (Bundesministerium für Bildung und Forschung) (2017): Masterplan 
Medizinstudium 2020.  (German Federal Ministry of Education and Re-
search (BMBF 2017: 4): Master Plan Medical Studies 2020) 

Bollschweiler E (2001): Nationale und klinikinterne Leitlinien: Definition und 
Problemlage. In: Lauterbach KW, Schrappe M (Hg.) (2001): 
Gesundheitsökonomie, Qualitätsmanagement, Evidence-based Medicine. 
Stuttgart: Schattauer, 457-63. 

Brähler E, Kiess J, Schubert C, Kiess W (Hg.) (2012): Gesund und gebildet. 
Voraussetzungen für eine moderne Gesellschaft. Göttingen: Vandenhoeck 
& Ruprecht. 

Brock A, Meer D (2004): Macht-Hierarchie-Dominanz-A-/Symmetrie: 
Begriffliche Überlegungen zur kommunikativen Ungleichheit in 
institutionellen Gesprächen. Gesprächsforschung – Online-Zeitschrift zur 
verbalen Interaktion 5, 184-209.  

Brown J, Noble LM, Papageorgiou A, Kidd J (eds.) (2016): Clinical Communica-
tion in Medicine. Oxford: Wiley Blackwell.  

Buber M (1954/1986): Das dialogische Prinzip. Gütersloh: Gütersloher Ver-
lagshaus (Orig. 1954). (1981: I and thou: The dialogic principle. New York, 
NY: Dutton). 

Buck I (2022): Pflegerische und ärztliche Interaktionen mit PatientInnen und 
Angehörigen auf der Palliativstation. Eine vergleichende 
gesprächsanalytische Untersuchung. Göttingen: Verlag für 
Gesprächsforschung.  

Buckman RA, Kason Y (1992/1994): How to break bad news. London: Macmil-
lan. 

Burbaum C, Stresing A, Fritzsche K, Auer P, Wirsching M, Lucius-Hoene G 
(2010): Medically unexplained symptoms as threat to patients’ identity: A 
conversation analysis of patient reactions of psychosomatic attributions. 
Patient Education and Counseling 79 (2), 207-17.  

Bürgin D, Rost B (2011): Kinder- und Jugendmedizin. In: Adler RH, Herzog W, 
Joraschky P, Köhle K, Langewitz W (Hg.): Uexküll: Psychosomatische 
Medizin. 7. Aufl. München, etc.: Urban & Fischer, 1151-84. 

Carstensen J (2020): Die Messung von Gesundheit. In: Kriwy P, Jungbauer-
Gans M (eds) Handbuch Gesundheitssoziologie. Springer VS, Wiesbaden, 
51-70.  

http://www.verlag-gespraechsforschung.de/
https://www.researchgate.net/profile/Ottomar-Bahrs/publication/365134039_10-Introducing-the-Subject-into-Primary-Care_publ/links/636ff42e431b1f5300926c6e/10-Introducing-the-Subject-into-Primary-Care-publ.pdf
https://www.bmbf.de/de/masterplan-medizinstudium-2020-4024.html
http://www.gespraechsforschung-online.de/heft2004/ga-brock.pdf
http://verlag-gespraechsforschung.de/2022/pdf/palliativstation.pdf
http://www.ncbi.nlm.nih.gov/pubmed/19914023
https://doi.org/10.1007/978-3-658-06392-4_4


Armin Koerfer, Sandro Philippi, Christian Albus 

A. Koerfer, C. Albus (Eds.) (2025) Medical Communication Competence - 34  

Charles C, Gafni A, Freeman E (2011): The evidence-based medicine model of 
clinical practice: scientific teaching or belief-based preaching? Journal of 
Evaluation in Clinical Practice 17 (4), 597-605.  

Cole SA, Bird J (2014): The Medical Interview. The Three Function Approach. 
Third edition. Philadelphia: Saunders. 

Cooper N, Frain J (eds.) (2018): ABC of Clinical Communication. Oxford: 
Wiley. 

Coulehan JL, Block MR (1992): The medical interview. A primer for students of 
the art. Philadephia: Davis.   

Coussios G, Imo W, Korte L (2019): Sprechen mit Krebspatienten. Ein 
gesprächsanalytisch fundiertes Trainingshandbuch für die medizinische 
Aus-und Weiterbildung. (= EkiG 7). Göttingen: Verlag für 
Gesprächsforschung.  

Cracknell A, Cooper N (2018): Communication in clinical teams. In: Cooper N, 
Frain J (eds.): ABC of Clinical Communication. Oxford: Wiley, 29-34. 

Creed F, Guthrie E, Fink P, Henningsen P, Rief W, Sharpe M, White P (2010): 
Is there a better term than „medically unexplained symptoms“? Journal of 
Psychosomatic Research 68 (1), 5-8.  

Davis DA (2011/2013): Die medizinische Ausbildung neu denken. In: 
Gigerenzer G, Gray JAM (Hg.): Bessere Ärzte, bessere Patienten, bessere 
Medizin. Aufbruch in ein transparentes Gesundheitswesen. Berlin: 
Medizinisch Wissenschaftliche Verlagsgesellschaft, 249-70. (engl. 
Gigerenzer G, Gray JAM (eds.) 2011) 

DEGAM (Deutsche Gesellschaft für Allgemeinmedizin und Familienmedizin) 
(2022): Praxisempfehlung - Das anamnestische Erstgespräch. Berlin.   

Deter HC (Hg.) (2010): Die Arzt-Patient-Beziehung in der modernen Medizin. 
Göttingen: Vandenhoeck & Ruprecht.    

Dickson DA, Hargie O, Morrow NC (1991): Communication Skills Training for 
Health Professionals. London: Chapman & Hall. 

Dieckmann W (1981): Probleme der linguistischen Analyse institutioneller 
Kommunikation: In: Dieckmann W: Politische Sprache. Politische 
Kommunikation. Heidelberg: Winter, 208-45.  

Dietsche S (2018): Das Konzept der Evidence-based Health Care – Das 
Methodenrepertoire zur Qualitätsbestimmung aus Sicht der 
Gesundheitsberufe. In: Hensen P, Stamer M (Hg.): Professionsbezogene 
Qualitätsentwicklung im interdisziplinären Gesundheitswesen. Wiesbaden: 
Springer, 71-91.  

Donaldson L et al. (eds.) (2021): Textbook of Patient Safety and Clinical Risk 
Management. Berlin: Springer.   

http://www.ncbi.nlm.nih.gov/pubmed/21087367
http://www.verlag-gespraechsforschung.de/2019/pdf/krebspatienten.pdf
http://dx.doi.org/10.1016/j.jpsychores.2009.09.004
https://www.degam.de/degam-praxisempfehlungen
https://link.springer.com/content/pdf/10.1007/978-3-030-59403-9.pdf


5. Structural and Functional Change in Medicine  

Part II: Theoretical Foundations - 35 

Donner-Banzhoff N, Bastian H, Coulter A, Elwyn G, Jonitz G, Klemperer D, 
Ludwig WD (2011/2013): Wie können wir Evidenz besser vermitteln? In: 
Gigerenzer G, Gray JAM (Hg.): Bessere Ärzte, bessere Patienten, bessere 
Medizin. Aufbruch in ein transparentes Gesundheitswesen. Berlin: 
Medizinisch Wissenschaftliche Verlagsgesellschaft, 217-35. (engl. 
Gigerenzer G, Gray JAM (eds.) 2011). 

Dörner K (2001): Der gute Arzt. Lehrbuch der ärztlichen Grundhaltung. 
Stuttgart: Schattauer.  

Egbert M, Deppermann A (eds.). (2012). Hearing Aids Communication: Inte-
grating Social Interaction, Audiology and User Centered Design to Improve 
Communication with Hearing Loss and Hearing Technologies. Mannheim: 
Verlag für Gesprächsforschung.  

Ehlich K (1981): Schulischer Diskurs als Dialog. Dialogforschung. Düsseldorf: 
Schwann, 334-69. 

Ehlich K (1993): Sprachliche Prozeduren in der Arzt-Patienten-
Kommunikation. In: Löning P, Rehbein J (Hg.): Arzt-Patienten-
Kommunikation. Berlin, etc.: de Gruyter, 67-90. 

Ehlich K (2020): Linguistische Analyse und institutionelle Resilienz. In: Gruber 
H, Spitzmüller J, de Cilla R (Hg.): Institutionelle und organisationale 
Kommunikation: Theorie, Methodologie, Empirie und Kritik. 
Gedenkschrift für Florian Menz. Göttingen: Vandenhoeck & Ruprecht, 25-
38.  

Ehlich K (2022): Sprachliches Handeln und institutionelle Analysen–wieso 
eigentlich? In: Hohenstein C, Hornung A (Hg.): Sprache und Sprachen in 
Institutionen und mehrsprachigen Gesellschaften. Münster, New York: 
Waxmann, 21-40.     

Farin E, Glattacker M, Jäckel WH (2011): Leitlinien und Leitlinienforschung - 
Übersicht und Stand der Leitlinienimplementierung in der medizinischen 
Rehabilitation. Bundesgesundheitsblatt Gesundheitsforschung 
Gesundheitsschutz 54 (4), 429-35.  

Flin R, Youngson GG, Yule S (eds.) (2016): Enhancing Surgical Performance. 
London, New York: CRS Press, 155-168.   

Fortin AH, Dwamena F, Frankel R, Smith RC (2012): Smith’s evidence-based 
interviewing: an evidence-based method. New York: McGraw-Hill. 

Fries E, Hellhammer DH, Lehnert H, Kirschbaum C (2017): 
Psychoneuroendokrinologie. In: Köhle K, Herzog W, Joraschky P, Kruse J, 
Langewitz W, Söllner W (Hg.): Uexküll: Psychosomatische Medizin. 8. Aufl. 
München, etc.: Elsevier, 65-75. 

http://www.verlag-gespraechsforschung.de/
https://books.google.de/books?hl=de&lr=&id=70TWDwAAQBAJ&oi=fnd&pg=PA3&dq=Ehlich+Konrad+&ots=-ibWLt8lZk&sig=kTe5bS5SW5W9Up5g6XHGZHYEc90
https://books.google.de/books?hl=de&lr=&id=9yebEAAAQBAJ&oi=fnd&pg=PA21&dq=Ehlich+Konrad+&ots=FkHeNG1CSc&sig=RCMQ6qKK8t9OrD4quUUwD4oRwSs#v=onepage&q=Ehlich%20Konrad&f=false
https://doi.org/10.1007/s00103-011-1238-9
https://pubmed.ncbi.nlm.nih.gov/22269259/


Armin Koerfer, Sandro Philippi, Christian Albus 

A. Koerfer, C. Albus (Eds.) (2025) Medical Communication Competence - 36  

Froelich RE, Bishop FM (1973): Die Gesprächsführung des Arztes. Ein 
programmierter Leitfaden. Berlin: Springer (Engl.1972: Medical 
Interviewing. A Programmed Manual. CV Mosley Company).  

Geisler L (1992): Arzt und Patient – Begegnung im Gespräch. Frankfurt/M: 
Pharma Verlag. 

Gigerenzer G, Gray JM (Eds.) (2011): Better doctors, better patients, better de-
cisions: Envisioning health care 2020. Mit Press.   

Gigerenzer G, Gray JAM (2013): Aufbruch in das Jahrhundert des Patienten. 
In: Gigerenzer G, Gray JAM (Hg.): Bessere Ärzte, bessere Patienten, 
bessere Medizin. Aufbruch in ein transparentes Gesundheitswesen. Berlin: 
Medizinisch Wissenschaftliche Verlagsgesellschaft, 3-28. (engl. Gigerenzer 
G, Gray JAM (eds.) 2011). 

Gigerenzer G, Gray JAM (Hg.) (2013): Bessere Ärzte, bessere Patienten, bessere 
Medizin. Aufbruch in ein transparentes Gesundheitswesen. Berlin: 
Medizinisch Wissenschaftliche Verlagsgesellschaft.  

Hammersen F, Boehmer K, Bey J v d, Berger S, Steinhaeuser J (2016): MAAS-
Global-D: Instrument zur Messung und Schulung kommunikativer sowie 
medizinischer Kompetenzen. Zeitschrift für Allgemeinmedizin 92 (1), 13-8. 

 
Hausteiner-Wiehle C, Henningsen P (2015): Kein Befund und trotzdem krank? 

Mehr Behandlungszufriedenheit im Umgang mit unklaren 
Körperbeschwerden – bei Patient und Arzt. Stuttgart, etc.: Schattauer. 

Hausteiner-Wiehle C, Henningsen P, Häuser W, Herrmann M, Ronel J, Sattel 
H, Schaefert R (2013): Umgang mit Patienten mit nicht-spezifischen, 
funktionellen und somatoformen Körperbeschwerden. Stuttgart, etc.: 
Schattauer.  

Hausteiner-Wiehle C, Schäfert R (2013):  Therapeutische Beziehung und 
Gesprächsführung – Über den Umgang mit Patienten mit funktionellen 
Schmerzsyndromen. Schmerz 27 (4), 419-27.  

Hausteiner-Wiehle C, Schäfert R, Sattel H, Ronel J, Herrmann M, Häuser W, 
Martin A, Henningsen P (2013): Neue Leitlinien zu funktionellen und 
somatoformen Störungen (AWMF-051-001, Stand 15.04.12). 
Psychotherapie, Psychosomatik, Medizinische Psychologie 63 (1), 26-31.  

Hehlmann T (2018): Kommunikation und Gesundheit. Springer Fachmedien 
Wiesbaden.   

Henningsen P (2007): Somatoforme Störungen: Patienten mit anhaltenden, 
organisch nicht hinreichend erklärbaren Körperbeschwerden. In: Rudolf G, 
Henningsen P (Hg.): Psychotherapeutische Medizin und Psychosomatik. 6. 
Aufl. Stuttgart: Thieme, 234-48. 

https://books.google.de/books?hl=de&lr=&id=67zFZSrS6c0C&oi=fnd&pg=PP1&dq=better+doctors,+better+patients,+better+decisions&ots=qrv_XpfqXN&sig=uXKb1PGm1czImlFmcedBX7dyoVk#v=onepage&q=better%20doctors%2C%20better%20patients%2C%20better%20decisions&f=false
https://www.online-zfa.de/article/maas-global-d-instrument-zur-messung-und-schulung-kommunikativer-sowie-medizinischer-kompetenzen/originalarbeit-original-papers/y/m/2278
http://www.awmf.org/leitlinien/detail/ll/051-001.html
http://www.ncbi.nlm.nih.gov/pubmed/23903766
https://doi.org/10.1055/s-0032-1323743
https://link.springer.com/content/pdf/10.1007/978-3-658-19494-9.pdf


5. Structural and Functional Change in Medicine  

Part II: Theoretical Foundations - 37 

Henningsen P, Rudolf G (2000): Zur Bedeutung der evidence-based medicine 
für die Psychotherapeutische Medizin. Psychotherapie· Psychosomatik· 
Medizinische Psychologie 50 (9/10), 366-75.  

Henry SG, Dittus RS, Zaner RM (2008): The role of evidence-based medicine. 
Academic Medicine 83 (11), 996.  

Hensen P, Stamer M (Hg.) (2018): Professionsbezogene Qualitätsentwicklung 
im interdisziplinären Gesundheitswesen. Wiesbaden: Springer. 

Herrmann-Lingen C, Albus C, Titscher G (Eds.) (2022): Psychocardiology: A 
practical guide for doctors and psychologists. Berlin: Springer Nature.   

Herzberg PY, Brähler E (2017): Psychologische Diagnostik. In: Köhle K, Herzog 
W, Joraschky P, Kruse J, Langewitz W, Söllner W (Hg.): Uexküll 
Psychosomatische Medizin. 8. Aufl. München, etc.: Elsevier, 341-51. 

Herzog W, Beutel ME, Kruse J (eds.) (2013): Psychosomatische Medizin und 
Psychotherapie heute. Zur Lage des Fachgebietes in Deutschland. 
Stuttgart, etc.: Schattauer.  

Jaspers K (1958/1986): Der Arzt im technischen Zeitalter: In: Jaspers K 
(1958/1986): Der Arzt im technischen Zeitalter: Technik und Medizin, Arzt 
und Patient, Kritik der Psychotherapie. München: Piper, 39-58. 

Jünger J (2018): Kompetenzorientiert prüfen im Staatsexamen Medizin. 
Bundesgesundheitsblatt – Gesundheitsforschung – Gesundheitsschutz 61 
(2), 171-7.  

Jünger J (Hg.) (2018): Ärztliche Kommunikation: Praxisbuch zum Masterplan 
Medizinstudium 2020. Stuttgart: Schattauer.   

Kagan J (2012): Psychology's ghosts: The crisis in the profession and the way 
back. New Haven: Yale University Press. 

Kindermann I, Köllner V, Albus C et al. (2024): Bedeutung von psychosozialen 
Faktoren in der Kardiologie – Update 2024. Kardiologie 2024;18: 412–443. 

 
Kissane DW, Bultz BD, Butow P, Finlay IG (eds.) (2011): Handbook of commu-

nication in oncology and palliative care. Oxford: University Press. 
Klaus K, Rief W, Brähler E, Martin A, Glaesmer H, Mewes R (2012): The Dis-

tinction Between "Medically Unexplained" and "Medically Explained" in the 
Context of Somatoform Disorders. International Journal of Behavioral 
Medicine 20 (2), 161-71.  

Koerfer A (1994/2013): Institutionelle Kommunikation. Zur Methodologie und 
Empirie der Handlungsanalyse. Opladen: Westdeutscher Verlag. Online 
2013: Mannheim: Verlag für Gesprächsforschung.  

Koerfer A, Albus C (Hg.) (2018): Kommunikative Kompetenz in der Medizin. 
Göttingen: Verlag für Gesprächsforschung.  

http://www.verlag-gespraechsforschung.de/
https://www.thieme-connect.com/products/ejournals/abstract/10.1055/s-2000-8060
http://www.ncbi.nlm.nih.gov/pubmed/18971645
https://books.google.de/books?hl=de&lr=&id=YvegEAAAQBAJ&oi=fnd&pg=PR5&dq=hermann+lingen+albus+titscher+psycho&ots=QJVZicFT_9&sig=YLI2faOQXb3APJRF0O4hKJtFDOg
https://doi.org/10.1007/s00103-017-2668-9
https://books.google.de/books?hl=de&lr=&id=piJZDwAAQBAJ&oi=fnd&pg=PP1&dq=%C3%84rztliche+Kommunikation:+Praxisbuch+zum+Masterplan+Medizinstudium+2020&ots=XiApvDKQzN&sig=XD1h4MQB0KgXoUwNKIm5q1k8zSQ
https://doi.org/10.1007/s12181-024-00708-6
http://www.ncbi.nlm.nih.gov/pubmed/22678925
http://www.verlag-gespraechsforschung.de/2013/pdf/institution.pdf
http://verlag-gespraechsforschung.de/2018/pdf/kommunikative-kompetenz.pdf


Armin Koerfer, Sandro Philippi, Christian Albus 

A. Koerfer, C. Albus (Eds.) (2025) Medical Communication Competence - 38  

Koerfer A, Köhle K, Faber A, Kaerger H, Obliers R (1996): Zwischen Verhören 
und Zuhören. Gesprächsreflexionen und Rollenspiele zur Arzt-Patient-
Kommunikation im medizinpsychologischen Studium. In: O. Bahrs, W. 
Fischer-Rosenthal, J. Szecsenyi (Hg.): Vom Ablichten zum Im-Bilde-Sein. 
Ärztliche Qualitätszirkel und Video-Analysen. Würzburg: Königshausen & 
Neumann, 109-31. 

Koerfer A, Köhle K, Obliers R (1994): Zur Evaluation von Arzt-Patient-
Kommunikation. Perspektiven einer angewandten Diskursethik in der 
Medizin. In: Redder A, Wiese I. (Hg.): Medizinische Kommunikation. 
Opladen: Westdeutscher Verlag, 53-94. 

Koerfer A, Zeck J (1983): Themen- und personenorientierte Interaktion in 
der Hochschule. In: Ehlich K, Rehbein J (Hg.): Kommunikation in 
Schule und Hochschule. Linguistische und ethnomethodologische 
Untersuchungen. Tübingen: Narr, 441-71. 

Köhle K (2017): „Integrierte Medizin“. In: Köhle K, Herzog W, Joraschky P, 
Kruse J, Langewitz W, Söllner W (Hg.): Uexküll: Psychosomatische 
Medizin. 8. Aufl. München, etc.: Elsevier, 1-22. 

Köhle K (2017): Sprechen mit unheilbar Kranken. In: Köhle K, Herzog W, 
Joraschky P, Kruse J, Langewitz W, Söllner W (Hg.): Uexküll: 
Psychosomatische Medizin. 8. Aufl. München, etc.: Elsevier, 305-23. 

Köhle K, Obliers R, Faber J (1994): Das Salutogenese-Konzept in Theorie und 
Praxis. 40. Arbeitstagung des DKPM (Deutsches Kollegium der 
Psychosomatischen Medizin) in Schömberg, 3.-5.3.1994. In: Lamprecht F, 
Johnen R (Hg.): Salutogenese. Ein neues Konzept in der Psychosomatik? 
Frankfurt/M: VAS - Verlag für akademische Schriften, 63-84. 

Konerding U, Schell H (2001): Lebensqualität. In: Lauterbach KW, Schrappe M 
(Hg.): Gesundheitsökonomie, Qualitätsmanagement, Evidence-based 
Medicine. Stuttgart: Schattauer, 138-60. 

Kopp IB (2011): Von Leitlinien zur Qualitätssicherung. 
Bundesgesundheitsblatt Gesundheitsforschung Gesundheitsschutz 54 (2), 
160-5.  

Kruse J, Petrak F, Herpertz S, Albus C, Lange K, Kulzer B (2006): Depression 
und Diabetes mellitus – eine lebensbedrohliche Interaktion. 
Psychosomatische Medizin und Psychotherapie 52 (3): 289-309.  

Kulzer B, Albus C, Herpertz S, Kruse J, Lange K, Lederbogen F, Petrak F 
(2023): Psychosocial Factors and Diabetes. Exp Clin Endocrinol Diabetes 
131 (1-02), 94-109.  

Kurtz SM, Silverman JD, Draper J (1998/2005): Teaching and learning com-
munication skills in medicine. 2. Aufl. Oxford/San Francisco: Radcliffe 
Publishing. 

https://doi.org/10.1007/s00103-010-1207-8
http://www.jstor.org/stable/23869813
https://www.thieme-connect.com/products/ejournals/html/10.1055/a-1946-3863


5. Structural and Functional Change in Medicine  

Part II: Theoretical Foundations - 39 

Lahmann C, Henningsen P, Noll-Hussong M (2010): Somatoforme Schmerzen 
– Ein Überblick. Psychiatria Danubina 22 (3), 453-8.  

Lahmann C, Henningsen P, Noll-Hussong M, Dinkel A (2010): Somatoforme 
Störungen. Psychotherapie, Psychosomatik, Medizinische Psychologie 60 
(6), 227-36.  

Launer J (2002): Narrative-based primary care. A practical guide. Oxon: Rad-
cliffe Medical Press. 

Lauterbach KW, Schrappe M (Hg.) (2001): Gesundheitsökonomie, 
Qualitätsmanagement, Evidence-based Medicine. Stuttgart: Schattauer. 

Lenartz N, Soellner R, Rudinger G (2020): Health Literacy. In: Kriwy P, 
Jungbauer-Gans M (eds): Handbuch Gesundheitssoziologie. Springer VS, 
Wiesbaden.   

Lipkin MJ, Putnam SM, Lazare A, Carroll JG, Frankel RM, Keller A, Klein T, 
Williams PK (eds.) (1995): The Medical Interview - Clinical Care, Education 
and Research. New York: Springer. 

Lloyd M, Bor R, Noble L (2019): Clinical Communication Skills for Medicine. 
Edinbourgh etc.: Elsevier.   

Lüth P (1986): Von der stummen zur sprechenden Medizin. Frankfurt/M, New 
York: Campus.  

Matthes J, Albus C (2014): Improving adherence with medication: a selective 
literature review based on the example of hypertension treatment. 
Deutsches Ärzteblatt Inernational 111 (4), 41-7.  

Menz F, Lalouschek J, Gstettner A (2008): Effiziente ärztliche 
Gesprächsführung: Optimierung kommunikativer Kompetenz in der 
ambulanten medizinischen Versorgung. Ein gesprächsanalytisches 
Trainingskonzept (Vol. 10). Münster: LIT Verlag. 

Meyer-Abich KM (2010): Was es bedeutet, gesund zu sein. Philosophie der 
Medizin. München: Hanser.  

Mittelmark MB et al. (2022): The Handbook of Salutogenesis. Cham 
(Switzerland): Springer.   

Morgan WL, Engel GL (1969/1977): Der klinische Zugang zum Patienten. An-
amnese und Körperuntersuchung. Bern, etc.: Huber (Orig. 1969: The Clin-
ical Approach to the Patient. Philadelphia: Saunders). 

Murrhardter Kreis (1995): Das Arztbild der Zukunft. Analysen künftiger 
Anforderungen an den Arzt. Konsequenzen für die Ausbildung und Wege 
zu ihrer Reform. 3. Aufl. Bleicher: Gerlingen. 

NKLM 2.0 (2021): Nationaler Kompetenzbasierter Lernzielkatalog Medizin.   
Noelle G, Jaskulla E, Sawicki PT (2006): Aspekte zur 

gesundheitsökonomischen Bewertung im Gesundheitssystem. 

http://www.verlag-gespraechsforschung.de/
https://hrcak.srce.hr/76363
http://dx.doi.org/10.1055/s-0030-1248479
https://doi.org/10.1007/978-3-658-06392-4_15
https://books.google.de/books?hl=de&lr=&id=BGktlOTBn1sC&oi=fnd&pg=PP1&dq=+Clinical+Communication+Skills+for+Medicine.+Edinbourgh+etc.:+Elsevier.+&ots=Fy2HZGBLxj&sig=lJISKayXxxZAkAeDBmt6wbQwodQ#v=onepage&q&f=false
https://ixtheo.de/Record/272951714
http://www.ncbi.nlm.nih.gov/pubmed/24612495
https://library.oapen.org/handle/20.500.12657/52407
https://nklm.de/zend/objective/view/id/40/essential/yes/lve/34


Armin Koerfer, Sandro Philippi, Christian Albus 

A. Koerfer, C. Albus (Eds.) (2025) Medical Communication Competence - 40  

Bundesgesundheitsblatt Gesundheitsforschung Gesundheitsschutz 49 (1), 
28-33.  

Obliers R, Köhle K (2017): Palliativmedizin. In: Köhle K, Herzog W, Joraschky 
P, Kruse J, Langewitz W, Söllner W (Hg.): Uexküll: Psychosomatische 
Medizin. 8. Aufl. München, etc.: Elsevier, 975-90. 

O'Connor PJ (2006): Improving medication adherence: Challenges for physi-
cians, payers, and policy makers. Archives of Internal Medicine 166 (17), 
1802-4.  

Parrott T, Crook G (2011): Effective communication skills for doctors: a practi-
cal guide to clear communication within a hospital environment. London: 
BPP Learning Media. 

Parsons T (1951/1970): Struktur und Funktion der modernen Medizin. Eine 
soziologische Analyse. In: König R, Tönnesmann M (Hg.): Probleme der 
Medizin-Soziologie. Köln/Opladen: Westdeutscher Verlag, 10-57. 

Parsons T (1951/1970): The Social System. London: Routledge & Kegan Paul. 
Pellegrino ED (1989): Der tugendhafte Arzt und die Ethik in der Medizin. In: 

Sass, HM (Hg.): Medizin und Ethik. Stuttgart: Reclam, 40-68. 
Pellegrino ED, Thomasma DC (1981): A Philosophical Basis of Medical Prac-

tice. Oxford, etc.: Oxford University Press. 
Pellegrino ED, Thomasma DC (1988): For the Patient's Good. The Restoration 

of Beneficence in Health Care. Oxford, etc.: Oxford University Press. 
Petzold TD, Bahrs O (2020): Beiträge der Salutogenese zu Forschung, Theorie 

und Professionsentwicklung im Gesundheitswesen. In: Kriwy P, 
Jungbauer-Gans M (eds) Handbuch Gesundheitssoziologie. Springer VS, 
Wiesbaden, 89-115.   

Pilnick A, Dingwall R (2011): On the remarkable persistence of asymmetry in 
doctor/patient interaction: A critical review. Social Science & Medicine 72 
(8), 1374-82.  

Platt FW, Gordon GH (2004): Field guide to the difficult patient interview. Phil-
adelphia: Lippincott Williams & Wilkins.  

Pukrop R (2003): Subjektive Lebensqualität. Der Nervenarzt 74 (1), 48-54.  
Rapp I, Klein T (2020): Lebensstil und Gesundheit. In: Kriwy P, Jungbauer-

Gans M (eds): Handbuch Gesundheitssoziologie. Springer VS, Wiesbaden. 
193-211.   

Redaelli M, Fuchs C, Lauterbach KW (2001): Evidenz-basierte Leitlinien. In: 
Lauterbach KW, Schrappe M (Hg.): Gesundheitsökonomie, 
Qualitätsmanagement, Evidence-based Medicine. Stuttgart: Schattauer, 
463-772. 

https://doi.org/10.1007/s00103-005-1189-0
http://www.ncbi.nlm.nih.gov/pubmed/17000934
https://doi.org/10.1007/978-3-658-06392-4_5
http://www.ncbi.nlm.nih.gov/pubmed/21454003
https://doi.org/10.1007/s00115-002-1336-x
https://doi.org/10.1007/978-3-658-06392-4_16


5. Structural and Functional Change in Medicine  

Part II: Theoretical Foundations - 41 

Resch F (2017): Kinder- und Jugendmedizin. In: Köhle K, Herzog W, 
Joraschky P, Kruse J, Langewitz W, Söllner W (Hg.): Uexküll: 
Psychosomatische Medizin. 8. Aufl. München, etc.: Elsevier, 1099-111. 

Robra BP (2023): Aus-und Weiterbildung im ärztlichen Bereich. In: Klauber J 
et al. (Hg.) Krankenhaus-Report 2023. Berlin, Heidelberg: Springer, 137-
147.    

Rojatz D, Nowak P, Bahrs O, Pelikan JM (2022): The application of salutogen-
esis in primary care. In: Mittelmark MB et al. (eds.): The Handbook of 
Salutogenesis, 419-432.  

Ronel J, Kruse J, Gündel H (2007): Somatoforme Störungen. Erfahrungen und 
neue Behandlungsmöglichkeiten. Psychosomatik & Konsiliarpsychiatrie 1 
(2), 130-8.  

Rudolf G (2008): Psychosomatik – konzeptuelle und psychotherapeutische 
Aspekte. Psychotherapie Forum 16 (1), 8-14.  

Sachverständigenrat (2009): Gutachten des Sachverständigenrates zur 
Begutachtung der Entwicklung im Gesundheitswesen. Deutscher Bundes-
tag. 16. Wahlperiode. Drucksache 16/13770. 

Salmon P, Dowrick CF, Ring A, Humphris GM (2004): Voiced but unheard 
agendas: qualitative analysis of the psychological cues that patients with 
unexplained symptoms present to general practitioners. British Journal of 
General Practice 54 (500), 171-6.  

Salmon P, Humphris GM, Ring A, Davies JC, Dowrick CF (2007): Primary care 
consultations about medically unexplained symptoms: patient presenta-
tions and doctor responses that influence the probability of somatic inter-
vention. Journal of Psychosomatic Medicine 69 (6), 571-7.  

Salmon P, Peters S, Clifford R, Iredale W, Gask L, Rogers A, Dowrick C, 
Hughes J, Morriss R (2007): Why do general practitioners decline training 
to improve management of medically unexplained symptoms? Journal of 
General Internal Medicine 22 (5), 565-71.  

Sass HM (Hg.) (1991): Güterabwägung in der Medizin. Berlin, etc.: Springer. 
Schmacke N (2006): Evidenzbasierte Medizin und Psychotherapie: die Frage 

nach den angemessenen Erkenntnismethoden. Psychotherapie, 
Psychosomatik, Medizinische Psychologie 56 (5), 202-9.  

Schorr A (2014) Ausbildung in Gesundheitskommunikation für Mediziner, 
Gesundheitsberufe und Patienten. In: Schorr A (Hg.): 
Gesundheitskommunikation. Psychologische und interdisziplinäre 
Perspektiven. Baden-Baden: Nomos, 385-410. 

Schübel T (2020): Gesundheit und Lebensqualität. In: Kriwy P, Jungbauer-
Gans M (eds): Handbuch Gesundheitssoziologie. Springer VS, Wiesbaden. 

  

http://www.verlag-gespraechsforschung.de/
https://link.springer.com/chapter/10.1007/978-3-662-66881-8_9
https://library.oapen.org/bitstream/handle/20.500.12657/52407/978-3-030-79515-3.pdf?sequence=1#page=414
https://doi.org/10.1007/s11800-007-0038-4
https://doi.org/10.1007/s00729-008-0221-x
https://www.ncbi.nlm.nih.gov/pubmed/15006121
http://www.ncbi.nlm.nih.gov/pubmed/17636151
http://www.ncbi.nlm.nih.gov/pubmed/17443362
https://www.thieme-connect.com/products/ejournals/abstract/10.1055/s-2006-932609
https://doi.org/10.1007/978-3-658-06392-4_2


Armin Koerfer, Sandro Philippi, Christian Albus 

A. Koerfer, C. Albus (Eds.) (2025) Medical Communication Competence - 42  

Schüßler G, Joraschky P, Söllner W (2017): Depression, Angst und 
Anpassungstörungen bei körperlichen Erkrankungen (Komorbidität). In: 
Köhle K, Herzog W, Joraschky P, Kruse J, Langewitz W, Söllner W (Hg.): 
Uexküll: Psychosomatische Medizin. 8. Aufl. München, etc.: Elsevier, 587-
597. 

Schweickhardt A, Fritzsche K (2009): Kursbuch ärztliche Kommunikation. 
Grundlagen und Fallbeispiele aus Klinik und Praxis. 2. erw. Aufl. Köln: 
Deutscher Ärzteverlag. 

Silverman J, Kurtz S, Draper J (2013): Skills for Communicating with Pa-
tients. 3. Aufl. London: Radcliffe.  

Simon S (Hg.) (2005): Der gute Arzt im Alltag. Köln: Deutscher Ärzte-Verlag. 
Simpson SA, McDowell AK (2020): The Clinical Interview. Skills for more effec-

tive patient encounters. New York, London: Routledge.  
Smith RC, Marshall-Dorsey AA, Osborn GG, Shebroe V, Lyles JS, Stoffelmayr 

BE, Egeren LF v, Mettler J, Maduschke K, Stanley JM, Gardiner JC (2000): 
Evidence-based guidelines for teaching patient-centered interviewing. 
Patient Education and Counseling 39 (1), 27-36.  

Smith RSW (2013): Die Kluft zwischen Evidenz und Praxis. Ausmaß, Ursachen 
und Lösungen. In: Gigerenzer G, Gray JAM (Hg.): Bessere Ärzte, bessere 
Patienten, bessere Medizin. Aufbruch in ein transparentes 
Gesundheitswesen. Berlin: Medizinisch Wissenschaftliche 
Verlagsgesellschaft, 271-88. (Gigerenzer G, Gray JM (Eds.) (2011): Better 
doctors, better patients, better decisions: Envisioning health care 2020. 
London: Mit Press. ) 

Söllner W, Keller M (2017): Psychotherapie mit Krebspatienten. In: Köhle K, 
Herzog W, Joraschky P, Kruse J, Langewitz W, Söllner W (Hg.): Uexküll: 
Psychosomatische Medizin. 8. Aufl. München, etc.: Elsevier, 965-73. 

St.Pierre M, Hofinger G (2020): Human Factors und Patientensicherheit in der 
Akutmedizin. Berlin: Springer  

Taupitz J (1987): Wertvorstellungen als Leitbilder ärztlichen Handelns: 
Rechtliche Bindungen des Arztes. Allgemeinmedizin 16, 21-8.  

Troschke J v (2004): Die Kunst, ein guter Arzt zu werden. 2. Aufl. Bern, etc.: 
Huber. 

Tschuschke V (2011): Psychoonkologie: Psychologische Aspekte der 
Entstehung und Bewältigung von Krebs. Stuttgart: Klett-Cotta. 

Uexküll T v, Wesiack W (1991): Theorie der Humanmedizin. 2. Aufl. München: 
Urban & Schwarzenberg. 

Uexküll T v, Wesiack W (2011): Integrierte Medizin als Gesamtkonzept der 
Heilkunde: ein bio-psycho-soziales Modell. In: Adler RA, Herzog W, 

https://books.google.de/books?hl=de&lr=&id=P0agDwAAQBAJ&oi=fnd&pg=PT17&dq=The+Clinical+Interview.+Skills+for+more+effective+patient+encounters.+New+&ots=I0L3s4o3Du&sig=9MrOd3n3F1DqASS2OqiPuX2xppo#v=onepage&q=The%20Clinical%20Interview.%20Skills%20for%20more%20effective%20patient%20encounters.%20New&f=false
http://www.sciencedirect.com/science/article/pii/S0738399199000889
https://books.google.de/books?hl=de&lr=&id=67zFZSrS6c0C&oi=fnd&pg=PP1&dq=Better+doctors,+better+patients&ots=qsoZ_wgxYF&sig=zaWXfbpGv-3FzGDFF23c2-lDXkc
https://www.springermedizin.de/risikofaktor-mensch-human-factors-und-patientensicherheit/18292910
http://ub-madoc.bib.uni-mannheim.de/19033?rs=true&amp;wid=


5. Structural and Functional Change in Medicine  

Part II: Theoretical Foundations - 43 

Joraschky P, Köhle K, Langewitz W, Söllner W (Hg.): Uexküll: 
Psychosomatische Medizin. 7. Aufl. München, etc.: Urban & Fischer, 3-40.  

Uhmann S (2010): Bitte einmal nachfassen. Professionelles Wissen und seine 
interaktive Vermittlung – Empraktische freie Infinitive im Operationssaal. 
In: Dausendschön-Gay U, Domke C, Ohlhus S (Hg.): Wissen in (Inter-
)Aktion. Berlin, etc.: De Gruyter, 37-69. 

Urstad KH, Andersen MH, Larsen MH et al. (2022): Definitions and measure-
ment of health literacy in health and medicine research: a systematic re-
view. BMJ 12: e056294.   

Veatch RM (ed.) (1989): Medical Ethics. Boston: Jones & Barlett. 
Veldhuijzen W, Ram PM, Weijden T v d, Vleuten CP v d (2013): Communica-

tion guidelines as a learning tool: An exploration of user preferences in 
general practice. Patient Education and Counseling 90 (2), 213-9.  

Veldhuijzen W, Ram PM, Weijden T v d, Wassink M, Vleuten CP v d (2007): 
Much variety and little evidence: a description of guidelines for doctor-
patient communication. Medical Education 41 (2), 138-45.  

Ventegodt S, Flensborg-Madsen T, Andersen NJ, Merrick J (2005): The life 
mission theory VII. Theory of existential (Antonovsky) coherence: a theory 
of quality of life, health, and ability for use in holistic medicine. Scientific 
World Journal 5, 377-89.  

Viefhues H (1989): Medizinische Ethik in einer offenen Gesellschaft. In: Sass 
HM (Hg.): Medizin und Ethik. Stuttgart: Reclam, 17-39. 

Wieland W (1986): Strukturwandel der Medizin und ärztliche Ethik. 
Philosophische Überlegungen zu Grundfragen einer praktischen 
Wissenschaft. Heidelberg: Winter. 

Wissenschaftsrat (1992): Leitlinien zur Reform des Medizinstudiums. Köln: 
Eigenverlag. 

Witt C (Hg.) (2010): Der gute Arzt aus interdisziplinärer Sicht. Essen: KVC 
Verlag. 

Wolff HP (1989): Arzt und Patient. In: Sass HM (Hg.): Medizin und Ethik. 
Stuttgart: Reclam, 184-211. 

Woopen C (2001): Medizinisches Handeln als Gegenstand von Ethik, 
Qualitätsmangement und Gesundheitsörkonomie. In: Lauterbach KW, 
Schrappe M: Gesundheitsökonomie, Qualitätsmanagement, Evidence-
based Medicine. Stuttgart: Schattauer, 10-25. 

 
 
 
 
 

http://www.verlag-gespraechsforschung.de/
http://dx.doi.org/10.1136/bmjopen-2021-056294
http://www.ncbi.nlm.nih.gov/pubmed/23116969
http://www.ncbi.nlm.nih.gov/pubmed/17269946
http://www.ncbi.nlm.nih.gov/pubmed/15915291


Armin Koerfer, Sandro Philippi, Christian Albus 

A. Koerfer, C. Albus (Eds.) (2025) Medical Communication Competence - 44  

 

Citation note 
Koerfer A, Philippi S, Albus C (2025): Structural and Functional Change in 
Medicine. In: Koerfer A, Albus C (eds.): Medical Communication Competence. 
Göttingen (Germany): Verlag für Gesprächsforschung.  

http://verlag-gespraechsforschung.de/2025/medical-communication.html

